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iutritional support is often needed for: 
careless or irregular eaters—who skip breakfast or 
lunch or do not eat properly because of busy sched- 
ules or faulty eating habits. 





children —who need increased basic nutrients during 
convalescence! or during difficult feeding periods, 
such as after tonsillectomies.? 


adolescents—who require nutritional support be- 
cause of growth needs and poor dietary selection.* 


pregnant patients—who often require sound, easily 
tolerated, and convenient nutritional supplemen- 
tation during pregnancy and lactation.‘ 


geriatric patients and others—who cannot or will not 
maintain proper nutrition because of poor dentition, 
faulty eating habits, or lack of interest in eating. 


hospital patients —Nutrament liquid can serve as an 
excellent and convenient source of nourishment. 


pand in Oral, Dental or Surgical conditions—which 
interfere with or prevent consumption of solid food. 


readily accepted by patients 

Nutrament liquid requires no special preparation. 
Smooth texture and appealing taste of Nutrament 
make it readily acceptable. Equally delicious served 
hot or cold. Nutrament also has a high satiety value. 


supplied 


In 12% fl. oz. cans, chocolate and vanilla flavors. 
Conveniently available at drug and food stores. 





introducing...nutritional support 
in convenient, tasty, liquid form 
io supplement rnadequate diets... 
to replace skipped meals 


ulramen 


BRAND 


nutritionally complete food 


a nutritious meal, ready to drink 


offers a scientifically balanced ratio of carbohydrate, 
protein, and fat. Each 12% fl. oz. can of Nutrament 
liquid provides 400 calories. Caloric distribution: 
protein—20% (20 Gm.) ; carbohydrate—50% (50 Gm.) ; 
fat—30% (13.3 Gm.); plus the following vitamins 
and minerals: 


T.M. 





% MDR 
Vitamin A (U.S.P. Units). . 1250 30 Vitamin E (Int. Units) ....... 2.5 
Vitamin D (U.S.P. Units)... 125 30 Pyridoxine, mg. .........+.-- 0.4 
Vitamin C, mg. ......... 50 166 Vitamin B,2, meg. ......... 0.5 
Thiamine, mg. ......... 0.5 50 Calcium pantothenate, mg. .. 2 
Riboflavin, mg. ........ 06 50 SAG GIs co cncawecascks 0.2 
Niacinamide, mg. ...... 5 50 PONG, GH 6 cise iiccicee 0.9 
ree 0.5 67 Co ovcicaccdiveces 0.5 
Phosphorus, Gm. ....... 0.4 £53 Manganese, mg. .........-. 1 
OOHRS os cccesscueKes 4 40 Filer Gee x2 ccs cisendidxcs 0.55 
lodine, mcg. .........4. 60 60 


ingredients: Whole milk, skim milk, sugar, soy flour, Dextri-Maltose® 
(maltose and dextrins derived from enzymic action of choice barley malt 
on selected corn flour), starch, chondrus extract, sodium alginate, vitamin A 
palmitate, calcifero!, sodium ascorbate, thiamine hydrochloride, niacinamide, 
ferrous sulfate, sodium iodide, d-alpha-tocophery] acetate, pyridoxine hydro- 
chloride, cyanocobalamin, calcium pantothenate, salt, cupric carbonate, 
manganese sulfate, cocoa and/or imitation vanilla flavor. 


references: (1) Nelson, W. E.: Textbook of Pediatrics, ed. 7, Philadel- 
phia, W. B. Saunders Company, pp. 231-233, 1959. (2) Parrott, R. H., 
and Nelson, W. E.: ibid., p. 759. (3) Johnston, J. A.: Ann. New York 
Acad. Se. 69:881-901 (Jan. 10) 1958. (4) Burke, B. S., and Kirkwood, 
S. B., in Greenhill, J. P: Obstetrics, ed. 12, Philadelphia, W. B. 
Saunders Company, 1960, pp. 126-131. (5) Skillman, T. G.; Hamwi, 
G.J., and May, C.: Geriatrics 15:464-472 (June) 1960. 57061 


Edward Dalton Co. 


A DIVISION OF 


MEAD JOHNSON & COMPANY 


Quality products from nutritional research 





TIME DISCUSSES THE ANATOMY 
OF ANGST 

In the U.S. today, causes for... Weltschmerz 
are easy to find. Psychologists know that all change 
is threat and that all threat produces anxiety. The 
U.S., more than any other society in history, be- 
lieves in change. Conservative in many ways, the 
U.S. has never been conservative in the sense of 
trying to preserve things the way they were yester- 
day. Its very orthodoxy is based on the idea of 
change: the most orthodox tenet in the American 
creed is that the individual can accomplish any- 
thing if he tries hard enough. It may be one of the 
glories of a free society, but it also carries great 
potential danger and may well be the greatest single 
cause of anxiety on the American scene. From the 
noble notion that man is free to do anything that he 
can do, the U.S. somehow subtly proceeds to the 
notion that he must do anything he can and, finally, 
that there is nothing he cannot do. 

This leads to a kind of compulsory freedom that 
encourages people not only to ignore their limita- 
tions but to defy them: the dominant myth is that 
the old can grow young, the indecisive can become 
leaders of men, the housewives can become glamour 
girls, the glamour girls can become actresses, the 
slow-witted can become intellectuals. 

Almost every boy in the U.S. has dinned into 
him the idea that he must excel his father — a guar- 
anteed producer of anxiety, by Freudian theory, if 
the boy has grown up idolizing his father as a 
paragon of power and virtues. The process is sever- 
est in the sons of outstandingly successful men: 
their anxiety neuroses are as notorious as the tra- 
ditional case of the preacher’s son becoming a 
drunkard. A career girl is shredded by the need to 
excel father or mother or both, and for her the 
problem may be complicated by Oedipal feelings 
toward father. 

Many people feel guilty simply about not being 
talented enough or intelligent enough or well- 
informed enough. If anybody can be anything he 
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wishes, no wonder the businessman is made to ive] 
guilty if he has neither ear nor taste for modern 
music (but somehow, the artist never seems to {vel 
guilty about not understanding business ). No won- 
der, too, that the adman thinks he ought to be alle 
to write a novel or to know all about the atom. In an 
absurd misapplication of the idea of equality, one 
man’s opinions become as valid as another’s. Thus, 
every man competes not only in his own job or his 
own social setting: he also somehow feels he must 
compete with the TV newscaster and the editorial 
writer (not very difficult) ,* with the physics pro- 
fessor and the philosopher (very difficult indeed ). 

Every girl is tight-corseted with the propaganda 
that she must have a slim, svelte figure, no matter 
what her natural body build or bone structure. She 
may react to this either by trimming down merci- 
lessly and suffering near starvation; or she may 
surrender to the neurotic pleasures of overeating— 
all the time rationalizing that the trouble is in her 
glands (which it almost never is). Another delib- 
erate anxiety builder is the slogan, “Why grow 
old?” It introduces a prescription containing a tea- 
spoonful of wisdom, such as the values of exercise 
and a balanced diet, diluted in an ocean of nonsense 
about wrinkle erasers and pep medicines. Actually, 
the less anxiety is associated with the inevitable 
aging process, the better are people’s chances 
of growing old gracefully and with a sense of 
fulfillment. 





The phenomenon of change in the U.S. contrib- 


utes to anxiety in another way: no one “knows his 
place,” and even if he does and likes it, there are no 
easy ways of announcing the fact to others. The 
worker can indeed still become boss, the immigrant 
a settled American. But how do they show their 
newly acquired place in life? No aristocratic titles, 
no rigid distinctions of dress are available ; man’s 
achievements can be signaled only by the fascinat- 
ing game of displaying “status symbols.”’ Hence the 
endless American preoccupation with what is “in” 
and what is “out’’— clothes, addresses, speech, 
schools, cars.... 
... Reprinted by permission from TiMeE, the 
weekly newsmagazine: copyright TIMI 
Inc. 1961 


*Underlining ours. 
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Lower blood pressure effectively...safely, with 
this time-tested Sodium Thiocyanate formula. 

The proved clinical record of Haimased for 

27 years and more than 1,500,000 prescriptions 
shows this to be the therapy of choice over 

the newer, potentially more toxic Hexamethonium!- 
veratrum-rauwolfia preparations. A reduction 

of 30 to 50 mm. Hg in systolic pressure, without 
orthostatic hypotension, can be anticipated 

in 40-70% of patients.2:3-5 Sympathectomy 
appears to increase the antihypertensive action 

of Haimased.45 

















DOSAGE: — the first five to seven days of treatment, 

1 teaspoonful of Haimased (representing 21/2 grains—or .16 Gm.— 
of Sodium Thiocyanate) well diluted in water, three times 

a day, is considered adequate to produce a blood concentration 
sufficient for a decline of elevated blood pressure and 

alleviation of symptoms associated with hypertension. Many 
clinicians prefer to start with one-half this dose and gradually 
build up until effect on blood pressure is noted and adequate 
blood levels reached, Since Haimased is a liquid, it permits 
fractional, easier adjustment of correct dosage. As the blood 
pressure approaches the estimated normal, the quantity 

must be gradually reduced to a maintenance dose of 1 teaspoonful 
of Haimased daily (21/2 grains of Thiocyanate or .16 Gm.) over 

an extended period of time, without the development of secondary 
toxic effects. In certain patients, it may be best to interrupt 
medication for a period of one month after three or four months 
of administration. Reduced. blood pressure levels may be 
maintained for many days after dosage is decreased or 
administration temporarily discontinued. 
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Sodium Thiocyanate 20 ers. 
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The First Fluid Extracts were made in the U.S.A., 

in 1848 by The Tilden Company, the oldest FORMULA: Palatable, stable, easy-to-take fluid. Each 100 cc. of 
Haimased represents 4.4 Grams (20 grains to the fluid-ounce) 

of Sodium Thiocyanate; alcohol 0.8% by volume; glycerine and 


aromatics q.s. No Sugars. SUPPLIED: in pint and gallon bottles. 







pharmaceutical manufacturing house in America. 
Founded in 1824. 





CONTRAINDICATIONS: Thiocyanates should not be used in patients 
with congestive heart failure, easily provoked recurring attacks 

of angina pectoris, severe debility, nephritis, renal insufficiency, 
or cerebral damage. The dosage of Haimased should be 
decreased in the presence of extreme fatigue, vomiting, abdominal 
cramps, or diarrhea. Administration should be terminated 
immediately upon manifestation of such symptoms as exfoliative 
dermatitis, psychosis, and delirium, Satelite occasionally 

with blood levels higher than 12 mg 


References: 1. California Medicine, 80:375, 1954; 2. Peterson, D. M.: 
J. Missouri se pigr 40:279, 1943; 3. Lindberg, H. A., Treger, N. V., 
Barker, M. H Pg od Bull., Northwestern Univ. Med. School, 
22(1):59, 1948; 4, Davis, L : Postgraduate Med., 

1951; 5. Goodman and Gilman, The Macmillan Co., New York, 1958. 
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THE WASHINGTON SCENE 


A Report Prepared by the Washington Office 


of the American Medical Association 





7 HE AMERICAN MEpICAL ASSOCIATION branded 
as untrue certain statements by Abraham Ribi- 
coff, secretary of Health, Education and Welfare, 
concerning the administration’s legislative pro- 
posal to provide medical care for the aged under 
Social Security. 

Doctor F. J. L. Blasingame, A.M.A. executive 
vice president, presented a point-by-point rebuttal 
in a letter to the more than 500 editors from 
throughout the country after Ribicoff addressed the 
annual meeting of the American Society of News- 
paper Editors in Washington. 

Doctor Edward R. Annis, Miami surgeon repre- 
senting the 4.M.A., accused Ribicoff of misrepre- 
senting the . le of doctors under the administration 
proposal. Doctor Annis answered Ribicoff on a 
radio-television program with Senator Kenneth B. 
Keating (R., N.Y.) which was taped in Washing- 
ton. Ribicoff had made the misrepresentation on an 
earlier Keating program. 

Doctor Blasingame said Ribicoff’s statement be- 
fore the editors that physicians are not included in 
the administration proposal, the King bill, “simply 
is not true.” The A.M.A. official pointed out that 
the bill includes interns and residents in teaching 
hospitals as well as pathologists, radiologists, physi- 
atrists and anesthesiologists working in hospitals 
or serving hospitals’ outpatient clinics. 

“Mr. Ribicoff further claims that the King bill 
provides free choice of hospital physician,” Doctor 
Blasingame said. “The fact is only hospitals signing 
contracts with the federal government would be 
available to patients. If the only hospital in a com- 
munity was not approved by the secretary of HEW, 
patients in that community would be forced to seek 
hospitalization in some other city. That would not 
afford free choice of hospital. If the patient’s physi- 
cian was not on the staff of the other hospital, the 
patient would be denied free choice of physician.” 

Doctor Blasingame also disputed Ribicoff’s con- 
tention that the King bill is not socialized medicine. 

“By common definition, any scheme which calls 
for a system of compulsory health care which is 
administered, financed, and controlled by the fed- 
eral government is socialized medicine for that 
segment of the population it serves.” 

Representative Walter H. Judd (R., Minn.), 


who is a physician, was quoted as one of a number 
of House and Senate members who agree with the 
A.M.A.: “The public has been led to believe that 
they can get government financing without govern- 
ment control and ultimate government operation of 
medical services. It is naive for anyone to believe 
that Congress will take the people’s money away 
from them through taxes and then allow the money 
to be spent by someone else without the Congress 
maintaining its own firm control.” 

Pointing out that the nation’s physicians always 
have been in favor of medical care for all regardless 
of ability to pay, Doctor Blasingame said : 

“It seems strange to us that Mr. Ribicoff con- 
tinues to lobby for the King bill while completely 
ignoring the Kerr-Mills law, passed by Congress 
last year with strong support by the nation’s 
physicians. 

“The Kerr-Mills Law enables the states to guar- 
antee to every aged American who needs help the 
health care he requires. And the states are imple- 
menting the law with unprecedented swiftness.” 

Doctor Annis pointed out on the radio-television 
program that “doctors would work for the govern- 
ment by working for the hospitals under contract 
to the government.” He said those doctors would 
work “under rules, regulations and controls pre- 
scribed and laid down” by the H.E.W. 

* Ok Ok 
Krebiozen Evaluation 

The Department of Health, Education and \Wel- 
fare has agreed to make an impartial evaluation of 
the controversial cancer drug Krebiozen. 

U.S. District Judge Julius H. Miner of Chicago 
requested the evaluation before proceeding with a 
$300,000 libel suit filed by Andrew C. Ivy, M.p., a 
leading endorser of the drug, against George D. 
Stoddard, pxH.p., chancellor of New York Univer- 
sity and former president of the University of 
[linois. 

In a letter to H.E.W. Secretary Ribicoff, Miner 
said : 

“In my humble judgment, Krebiozen has too 
long been a controversial subject and the American 
public deserves that it be examined under neutral 
supervision and by the most competent experts in 


whom the people have implicit confidence.” 
continued on page 324 
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leads to visceral distress... 


The uniformly dependable antispasmodic-sedative action of DONNATAL 
relieves hypermotility, hypertonicity and spasticity of smooth muscle 
at all levels of the gastrointestinal tract: pharynx, esophagus, stomach, small 


intestine and large intestine. 


Donnatal incorporates natural belladonna alkaloids in optimal synergistic 
ratio, supplemented by phenobarbital in low dosage, for concurrent control of 


both somatogenic and psychogenic factors. 
For dosage flexibility — 
Antispasmodic maintenance under at.i.d. dosage wie 


For prolonged effects — 


TABLETS 
| CAPSULES 
\ oe ELIXIR 


EXTENTABS® 


All-day or all-night spasmolytic benefits on a single dose, equal to the effect of one DONNATAL tablet uniformly sustained for 10 to 12 hours. 











ff ‘ 
Ly In each Tablet, In each a7 


Capsule, or 5 cc. Elixir Extentab 
Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 
Atropine sulfate 0.0194 mg. 0.0582 mg. 
Hyoscine hydrobromide 0.0065 mg. 0.0195 mg. 
Phenobarbital (4 er.) 16.2 mg. (3% gr.) 48.6 mg. 


DONNATAL 


natural belladonna alkaloids with phenobarbital 


Prescribed by more physicians than any other antispasmodic 











RICHMOND 20, VIRGINI, 
Making today’s medicines with integrity... 
seeking tomorrow’s with persistence 
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DISTRICT MEDICAL SOCIETY MEETINGS 





NEWPORT COUNTY MEDICAL SOCIETY 

The Newport County Medical Society tendered 
a testimonial dinner at the Hotel Viking on May 10, 
1961 to Samuel Adelson, M.p., newly elected presi- 
dent of the Rhode Island Medical Society. Doctor 
Adelson is the third member of the Newport 
County Medical Society to be elected president of 
the state medical society since its founding in 1811. 

Those at the head table who paid tribute to 
Doctor Adelson were Banice Feinberg, M.p., of 
Providence, Captain Joseph Yon, commanding offi- 
cer of the Newport Naval Hospital and Alfred 
Tartaglino, M.p., who presented an engraved gavel 
to Doctor Adelson on behalf of the local medical 
society. José Ramos, M.D., president of the Newport 
County Medical Society extended the congratu- 
lations and best wishes of the local society to Doctor 
Adelson on his election. Charles Dotterer, M.D., was 
toastinaster. 

RicHARD R. KNow es, Secretary 


WASHINGTON COUNTY 
MEDICAL SOCIETY 

The quarterly meeting of the Washington County 
Medical Society was held at the Larchwood Inn in 
Wakefield, Rhode Island, on April 12, 1961. 

The meeting was called to order by the president, 
Doctor James McGrath, at 11:10 a.m. 

The minutes of the January meeting as circulated 
to the membership were unanimously accepted 
without additions or corrections. 

There was about a 25% response to the post- 
cards requesting suggestions for the use of the 
society funds and these were read to the member- 
ship. A Committee was appointed to discuss the 
matter and report on their findings or ideas at the 
July meeting. 

The following communications were presented : A 
poster from the American National Red Cross Blood 
Program on Vaccinia Immune Globulin (V.1.G.); 
A communiqué from the State Department of 
Health was presented concerning the prevention of 
paralytic poliomyelitis. A lengthy discussion of the 
entire membership on this problem followed. Mr. 
John E. Farrell, executive secretary of the Rhode 
Island Medical Society, presented a brief outline 
of the problem as it was being handled by the 


Providence area; the newly proposed Lien Law in 
regard to doctors was discussed briefly and the 
membership was urged to write to ensure its 
passage, and the material from the American Medi- 
cal Association regarding Medical Care for the 
Aged was reviewed and passed around to the mem- 
bership. The membership was then advised to see 
that the proper information was disseminated 
where it would do the most good. 

Reports from Committee meetings: Doctor Mc- 
Grath stated that Doctor Agnelli would present the 
report from the Committee on Judicial Matters at 
the next meeting. Doctor Tatum as the chairman of 
the Committee formulating the history of the 
Washington County Medical Society presented a 
bill for fourteen ($14.00) dollars for typing ex- 
penses. A motion was made, seconded, and passed 
to make an allotment to pay the bill. Doctor Tatum 
then asked for some aid in outlining noteworthy 
events and/or happenings in the society since 
World War IT. 

New Business: Two new applications for mem- 
bership in the society were presented and were 
passed by the censors. The membership voted to 
accept the new applicants as members. The two 
were: Phillip Neri, M.p., and Charles Farrell, M.p., 
associate member. 

Motion for adjournment was made and seconded. 
The motion carried and the business meeting 
adjourned. 

The meeting was then turned over to the guest 
speaker, Captain Louis Haynes, MC, USN, who 
presented an extremely interesting discussion on 
Clinical Experience with Frozen Banked Blood. 

This paper was presented with accompanying 
slides to facilitate the presentation. 

Guests at the meeting included: William Hetzel, 
M.pD., and John Farrell, sc.p. 


Respectfully submitted, 
Joun J. WALSH, JR., M.D. 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, dependable 
tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 
dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


—____ Also supplied in sustained-release capsules... 


Meprospan’ } 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 











sie Qi WALLACE LABORATORIES / Cranbury, N. J. 














“your 
very good 
health” 





In pediatrics ...in geriatrics 
...and all the years between — 
Milk — Nature’s most nearly 
perfect food, figures promi- 
nently in the balanced diet. 





For you, your family and your 
patients, the A. B. Munroe 
Dairy produces the finest milk 
available. Fortified with 
Vitamin D, processed in 
immaculate surroundings, 
conforming to stringent quality 
requirements, A. B. Munroe 
milk is the ultimate in purity 
and safety. 


| A. B. | 
M 
U 
N 
R 
ore 
Frmoitorg My 






EAST PROVIDENCE A.) 





A. B. MUNROE DAIRY, INC. 
151 Brow Street, East Providence, Rhode Island 


Call GE 8-4450 
for Home Delivery 
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Ribicoff said the National Cancer Institute would 
evaluate the drug when its sponsors presented the 
necessary data. But, he said, “any decision to 
undertake a study with human cancer patients 
must await, and depend on, the results of the eval- 
uation of the existing clinical data.” 


* *«K * 


Physicians’ Retirement 

A new bill to encourage physicians and other 
self-employed persons to set up their own retire- 
ment plans started through Congress with approval 
of the House Ways and Means Committee. 

Bearing the same number, H.R. 10, as a similar 
bill which died in Congress last year, the new meas- 
ure would permit a self-employed person to defer 
taxes on income placed in a private retirement 
program. The special treatment would be limited to 
$2,500 or 10 per cent of income each year, which- 
ever is smaller. 

Such income could be invested in qualified pen- 
sion trusts, annuity programs, profit-sharing plans 
or a new type of nontransferable government bonds 
redeemable when the individual reaches retirement 
age or suffers disability. 

An individual could start drawing benefits at 
age 5914, or earlier in the case of disability. A self- 
employed person would have to start drawing bene- 
fits by age 70%. 

If a self-employed individual had more than 
three employees, he would be required to set up 
pension plans for them before he could benefit 
himself. 





RIGHTS 


“...I cannot pass over the Democratic platform 
without commenting on the distortion of the word 
“right.” For example, the platform mentions the 
right of every worker to a useful and remunera- 
tive job; the right of every farmer to a decent 
living; the right of every family to a decent home; 
the right of every child to a good education; the 
right of aged persons to adequate medical care. 

“Are these rights? Certainly not. They are no 
more than targets on which a society sets its sights. 
All too frequently we try to achieve them through 
direct government guarantees rather than through 
individual initiative and enterprise stimulated by 
sound government leadership. 

“The platform seems to say that every individual 
is entitled to the best of everything as a matter of 
right. Birth is the only qualifying condition. This 
is a dangerous philosophy. A nation is bound to 
deteriorate if the industrious, the strong, the crea- 
tive and the self-reliant are forced, to the point of 
discouragement, to provide ideal living conditions 
for those who are not.” 

... EUGENE M. THORE, vice president and gen- 
eral counsel, Life Insurance Association of 
America, in an address at the 54th annual 
meeting of the Association. 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


4 y® Broad-spectrum antibac- 
terial action—plus the 

soothing anti-inflam- 

sae matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 


The combined spectrum ¥® 
of three overlapping f 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. brand Antibiotic Ointment 





, 4 y° A basic antibiotic com- 

a bination with proven 
effectiveness for the 

topical control of gram- 


brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 














Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand ’ . ; 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 mg. 5 mg. 
Hydrocortisone _ _ 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 14 oz. and 
Y%, oz. and ¥% oz. Y% oz. and ¥% oz. ¥ oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
Processing Florida oranges into frozen 
juice concentrate. 


He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 


and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 

These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


xe 
©Florida Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich. natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C. 
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The extra-firm mattress 
selected by over 9,000 doctors 
for their own use 


Assures both preventive and corrective support—used in 
more American homes than any other special design 


Sealy Posturepedic is the first mattress designed in cooperation 
with leading orthopedic surgeons to promote normal, healthful 
sleep among all persons. 


As a “corrective device” it serves those chronically afflicted with 
lower back syndromes. As a preventive measure Sealy Posturepedic 
brings deep spring buoyancy without bedboard hardness to every- 
one—plus the concomitant blessings of unexcelled comfort and 
extra-firm support. 


These are basic to good health. The therapeutic value of restful 
sleep is especially recognized during these tense and anxious days. 
Sealy Posturepedic eminently meets this need by supplying level 
spine support for proper relaxation of the limbs and human mus- 
culatory system. 


Over 9,000 doctors of medicine have tried and bought the Sealy 
Posturepedic mattress and matching foundation for their own use. 
We believe your investigation will firmly convince you of its dis- 
dnctive benefits, and, we would hope, merit your valued recom- 
mendation. 


Sealy POSTUREPEDIC’ 


NO MORNING 
BACKACHE 
from a too-soft mattress 





PROFESSIONAL DISCOUNT OF $39.00 


So that you may judge the quality of the Sealy Posturepedic for yourself, 
we offer'a special Professional Discount on this mattress and foundation 
when purchased for your personal use. Limit—one full or two twin size sets. 








SEALY MATTRESS COMPANY © Oakville, Conn. 


Enclosed is my check and letterhead. Please ship the Sealy Posturepedic Set(s) 
indicated below: 











1 Full Size F 1 Twin Size FJ 2 Twin Size [] 

: RETAIL PROFESSIONAL 
Posturepedic Mattress each $79.50 (add state tax) $60.00 
Posturepedic Foundation each $79.50 (add state tax) $60.00 
NAME___ 

RESIDENCE 
CITY. ZONE STATE 





(This is a saving of $39.00 per set over the regular $159.00 retail price 
for mattress and matching foundation) @Sealy, Inc., 195? 





























LONG-TERM DISABILITY 
INSURANCE WHICH ONLY 
YOU CAN CANCEL 
BEFORE AGE 70* 


is one of the necessary 
components of a 


CERTIFIED 
DISABILITY 


PROGRAM 
for the 


Physician who wants to KNOW he's secure! 
Programs certified by Mr. R. A. Derosier and 
his staff assure the client that: 


1 His program "fits" his individual case 
His policies are the best that can be 
obtained for the premiums paid 

His INSURABILITY is INSURED (only 
HE can cancel) 


He will have speedy and efficient 
assistance, from one source, when he 





becomes a claimant. 


*provided you pay the proper premium when 
due, and do not retire. 


iver R.A, DEROSIER AceNcy 
write or 32 Custom House St., Providence 3, R. I. 


phone 
TODAY! 





GAspee 1-139! 
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My favorite tall one: 


WARWICK 
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avai THE SUMMER of 1960, the State of 
Rhode Island suffered its first poliomyelitis 
epidemic in five years. This epidemic had an early 
onset and peak and declined rapidly prior to the 
epidemic season of past years. Cases tended to be 
relatively concentrated in several crowded, lower 
socio-economic areas, especially in several housing 
projects. Within these areas, the disease seemed to 
spread rather easily, but transmission to more 
peripheral areas was quite limited. 

The Rhode Island Department of Health recog- 
nized in early June that the occurrence of cases 
was excessive and invited the Communicable Dis- 
ease Center of the Public Health Service to partici- 
pate in epidemiological studies. Therefore, a team 
of investigators was promptly detailed to assist in 
studying all suspected cases and their environment, 
as well as the infectious agents and their transmis- 
sion. This team investigation, which lasted from 
mid-June until mid-September, has resulted in 
several findings of interest. The present report 
deals with preliminary analyses of these data. At 
this time, it is evident that the pattern of polio- 
myelitis, as it appeared in Rhode Island in 1960, 
was quite different from that generally seen in 
the past. 

Methods 
During the epidemic investigation, a total of 121 





*From the Communicable Disease Center, U.S. Public 
Health Service, Department of Health, Education and 
Welfare, Atlanta, Georgia, and the Communicable Dis- 
ease Control Division, Rhode Island Department of 
Health, Providence, Rhode Island. 


cases of diagnosed or suspected poliomyelitis was 
carefully studied. One hundred and three of these, 
including practically all of the paralytic cases, were 
reported to the state. History and physical and 
laboratory findings were recorded. A visit was 
made to each family in which there was a case, in 
order to study the vaccination status, the home 
environment, and any possible case contact or 
source of infection. Laboratory specimens for viro- 
logic diagnosis were collected in 90 per cent of the 
cases. Subsequently, each case received a conva- 
lescent evaluation to ascertain the degree of residual 
paralysis. These follow-up examinations were done 
sixty days or longer after onset in all but one patient 
(who moved out of state). At this preliminary 
stage, on the basis of residual paralysis at sixty days 
or longer after onset, a strong probable diagnosis 
of poliomyelitis has been made in seventy-three 
cases. Thus far, approximately three fourths of 
these cases have been further confirmed by the iso- 
lation of poliovirus type I in the laboratory. In 
addition, twenty-seven of the cases with no residual 
paralysis were confirmed as nonparalytic polio- 
myelitis by poliovirus isolation. 

At the end of June and in early September, sur- 
veys of the vaccination status of the population of 
Providence were carried out. The levels of vaccina- 
tion of various groups were ascertained both early 
and late in the course of the epidemic in order to 
evaluate the degree of utilization of vaccine. Other 
detailed surveys were also done in several housing 
projects in Providence and Pawtucket in order to 
measure the protective effectiveness of Salk vac- 
cine. Several other studies were carried out, the 
results of which will be the topics of subsequent 
publications. Members of the Kansas City Field 
Station of the Public Health Service investigated 
the spread of poliovirus within families and to 
family contacts. Also, during the epidemic and 
continuing thereafter, specimens of sewage were 
collected from a number of sites in Providence and 
Pawtucket in order to demonstrate the prevalence 
and spread of enteroviruses in epidemic situations. 


These specimens were repeatedly collected from a 
continued on next page 
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number of sewer mains draining from relatively 
homogeneous social and economic sections. 


Results: The Epidemiologic Study 

The incidence of poliomyelitis in Rhode Island 
has been quite variable in the past two decades 
(Table 1). Periodic high-incidence years occurred 
during the 1940's, followed by a series of epidemic 
years in the early 1950's. Then, low incidence years, 
1956 through 1959, were followed by last summer's 
epidemic with an attack rate of twelve cases per 
100,000, As is usual in temperate climates,? the 
epidemics of earlier years tended to rise during July 
and August, reach a peak in late August and early 
September, and decline gradually during the fall. 
In Figure 1, the weekly incidence curves of polio 
during the epidemic years of 1953 through 1955 are 
graphed, and superimposed is the comparable curve 
for 1960. Since these graphs show cases by week of 
report, they can only approximate the true occur- 
rence of cases. Nevertheless, it is clear that the 1960 
epidemic has a very different pattern, rising rap- 
idly during June and July, reaching an early peak 
in late July, and then falling off much more rapidly 
than in previous years. 

In the histogram (Figure 2), the epidemic is 
more accurately described, showing cases by week 
of onset. Of the 121 cases studied, eighty-six had a 
preliminary diagnosis of paralytic poliomyelitis and 
thirty-five were nonparalytic. The precipitous de- 
cline in cases after the July peak is seen again for 
the state as a whole, and it is even more dramatic in 
the histogram of Providence cases. The epidemic in 
Pawtucket followed a similar pattern. However, 
the first cluster of cases in Pawtucket was entirely 
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limited to the Prospect Heights housing projcct, 
while the subsequent cases were scattered. Outside 
of these two metropolitan concentrations, cies 
were more widely distributed, both temporally «nd 
geographically. 

The level of Salk vaccination within Rhode 
Island and within Providence was generally quite 
high prior to the epidemic. From 1955 through May 
of 1960, approximately 1,800,000 doses of polio- 
myelitis vaccine had been shipped into the state. 
During the epidemic season of 1960, from June 
through September, an additional 500,000 doses of 
vaccine were distributed. Approximately 300,000 
doses were dispensed via free clinics throughout 
the state, and another 200,000 doses were dispensed 
via private practitioners. As indicated in the graph 
(Figure 3), the greatest proportion of this vaccine 
was distributed during July, immediately prior to 
the sudden fall-off in the epidemic. Previous to the 
large-scale immunization campaign, the vaccine had 
not been uniformly utilized, and there were pockets 
of poorly vaccinated groups who remained suscep- 
tible to disease. The massive number of immuniza- 
tions given during the epidemic weeks, which did 
reach the previously unvaccinated groups, seem- 
ingly decreased the number of susceptibles to a 
point below which the epidemic could no longer 
spread. In this way, vaccine was probably instru- 
mental in shortening the epidemic. 

The distribution of poliomyelitis in Rhode 
Island in 1960, in contrast to previous years,* was 
not uniform. A large majority of cases, both para- 
lytic and nonparalytic, was localized within the 
greater metropolitan area, with very few occurring 
in the less populous and more peripheral areas 


















































TABLE 1 
ANNUAL POLIOMYELITIS RATES, RHODE ISLAND 
Reported Attack 
Year Population * Cases! Ratet 
1940 719,000 16 22 
DN sccscsirtsoncotinisiiend oto eas 731,000 37 5.1 
1942 748,000 6 0.8 
1943 ae Semen 760,000 186 24.5 
1944 A tee ere 795,000 13 1.6 
1945 776,000 9 v2 
1946 770,000 88 11.4 
1947 776,000 137 17.7 
1948 787,000 8 1.0 
TID ost se csn escent sce atianie oc aac cecrecie 8 pease Ae ae ca On 801,000 157 19.6 
1950 777,000 55 7.1 
1951 776,000 15 1.9 
1952 796,000 114 14.3 
1953 814,000 295 36.2 
1954 818,000 123 15.0 
1955 827,000 422 51.0 
1956 846,000 9 1.1 
1957 857,000 0 0 
1958 865,000 3 0.3 
1959 875,000 10 1.1 
1960 859,488 103 12.0 





* State populations based on census estimates. 
+ Case rate per 100,000 population, 
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FIGURE 1 

Annual Poliomyelitis Incidence, Rhode Island by Week of Report: 1953-1955, 1960 
FIGURE 2 

Poliomyelitis, 1960, by Week of Onset in Rhode Island, Providence and Pawtucket 


FIGURE 3 
Polio Vaccine Distribution at Free Clinics in Rhode Island, Cumulative by Weeks, During the Epidemic 


POLIOMYELITIS DISTRIBUTION 
PROVIDENCE, RHODE ISLAND - 1953, 1955 
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POLIOMYELITIS DISTRIBUTION 
PROVIDENCE, RHODE ISLAND - 1960 
(PRELIMINARY DIAGNOSIS) BY CENSUS TRACT 





KEY TO CASES 


FIGURE 4 

Geographic Distribution of Poliomyelitis Cases, Rhode Island, 1960 
FIGURE 5 

Poliomyelitis Distribution in Providence, Rhode Island, 1953, 1955 by Census Tract 
FIGURE 6 


Poliomyelitis Distribution in Providence, Rhode Island, 1960 by Census Tract (according to preliminary ciagnosis ) 


(Figure 4). Almost two thirds of all cases were 
located in the Providence and Pawtucket metropol- 
itan concentrations. Relatively few cases occurred 
in the adjacent areas of Massachusetts. There was, 
however, some concentration of cases in western 
Connecticut, in the Groton- New London area early 
in the summer and in the more rural Windham 
County area later in the summer.* 

On the basis of detailed surveys, the census tracts 
in Providence were classified according to socio- 
economic level. The lower socio-economic tracts are 
concentrated largely within the central part of the 


city and in South Providence. During the years 
preceding the introduction of Salk vaccine, polio- 
myelitis epidemics were widely and relatively uni- 
formly distributed throughout the city without 
preference for any social or economic groups 
(Figure 5). In comparing the spot map for 1960 
with those for 1953 and 1955, it is evident that the 
distribution is no longer uniform (Figure 6). 
Rather, the 1960 cases were almost entirely local- 
ized within the census tracts with lower and lower- 
middle socio-economic classification. A concentra- 


tion of cases occurred in the Chad Brown housing 
continued on next bage 
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project in north central Providence, and there was 
a relative concentration in South Providence. The 
degree to which the upper economic areas were 
spared is most remarkable. It is of great importance 
that the surveys clearly demonstrated that the 
lower socio-economic areas of the city were less 
well vaccinated than the upper areas. 

In the detailed laboratory and clinical study of 
the 121 cases with suspected poliomyelitis, one 
hundred have thus far been confirmed. Another 
seven cases have been diagnosed as aseptic menin- 
gitis due to other than poliovirus etiology, including 
mumps, ECHO and Coxsackie viruses. Nine cases 
with the aseptic meningitis syndrome did not have 
laboratory specimens submitted. Several cases are 
still under study. The remainder of this discussion 
will deal with the 100 cases confirmed as polio- 
myelitis, omitting thereby those due to other than 
poliovirus etiology. 

As in most series, this outbreak involved males 
more commonly than females.* However, in Rhode 
Island the 1960 incidence was perhaps more dis- 
proportionate than usually seen; fifty-nine per cent 
of the cases were in males and only 41 per cent in 
females. Among children under ten years of age, 
fifty cases were in males and only thirty-five in 
females. All major ethnic groups in the population 
were involved, with relatively large numbers of 
cases in children of French, Italian, English, and 
Irish descent. There were only three cases in 
Negroes, quite proportionate to the low Negro 
population of Rhode Island. 
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There was a relative predominance of ciises 
among young children in the pre-school age grvup, 
a more “infantile” type of disease than was secn a 
decade ago when the majority of cases was in the 
school age population.* The great proportion of 
cases among young children is emphasized by the 
fact that 85 per cent of the paralytic cases were in 
children under ten years of age (Table 2). Al- 
though the number of cases confirmed as nonpara- 
lytic poliomyelitis is small, it is noteworthy that the 
age distribution is very similar, with 85 per cent 
of the cases also under ten years of age. It has 
generally been assumed that nonparalytic polio- 
myelitis involves an older age population’ than the 
paralytic disease. However, when cases due to 
other causes of aseptic meningitis are eliminated, 
it is seen that the true poliomyelitis cases have 
essentially the same age distribution, whether para- 
lytic or nonparalytic. 

Of great importance in Table 2 is the distribu- 
tion of cases by vaccination status. More than 56 
per cent of the paralytic cases had had either no 
doses or only one dose of vaccine. On the other 
hand, twenty-six per cent of the cases had had 
three or more doses. These percentages are quite 
comparable to the national percentages of cases 
among vaccinated and unvaccinated.* Before 
assuming that the number of vaccine failures is 
excessive, it is necessary to consider not only the 
number of cases in each group, but also the number 
of persons at risk in each dosage group. Although 
a greater proportion of the child-age population 


TABLE 2 
CONFIRMED POLIOMYELITIS — RHODE ISLAND — 1960 
AGE DISTRIBUTION BY VACCINATION STATUS 
Paralytic with Residual 



























































Age Doses of Vaccine 
Group 0 1 2 5 Total Per cent 
0-4 12 12 7 4 3 38 $221 
5-9 5 7 5 5 1 1 24 32.9 
10-14 A 1 3 1 5 6.8 
15-19 . 1 n 1 1.4 
20-29 . 2 2 1 5 6.8 
30+ 
Toe 2 ~~ 2 1313 5 1 73 100.0 
Percent . 27.4 28.8 17.8 17.8 6.8 1.4 100.0 
Nonparalytic 
Age Doses of Vaccine 
Group 0 1 2 3 4 5 Total Per cent 
0-4 2 3 1 1 e 11 40.7 
5-9 3 2 3 4 x 2 12 44.4 
10-14 1 2 S 3 11.1 
15-19 .. 1 1 3.7 
20-29 a 
30+ 
Total... 7 4 6 6 4 27 100.0 
Per cent 25.9 14.8 222 222 14.8 100.0 
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had been vaccinated than were left unvaccinated, 
many more cases occurred in the relatively small 
unvaccinated group. Thus, the attack rate among 
the vaccinated was much smaller than the rate 
among the unvaccinated, and the level of effective- 
ness of vaccine protection is quite high, as will be 
demonstrated. It must be mentioned also that 
Table 2 is somewhat misleading in that it includes 
all doses of vaccine given to these patients prior to 
the onset of illness. Thus, six of the twenty-one 
patients with one dose of vaccine in this table 
received their vaccine less than one week prior to 
onset. Also, two of the cases with two doses of 
vaccine had received their second dose within three 
days prior to onset. Thus, in these eight cases, the 
vaccine had been received too recently to have pro- 
duced significant antibody protection against infec- 
tion already present. 

When all cases were evaluated several months 
after onset the outcome was generally quite good. 
Thus, sixty-five of the 100 confirmed cases had no 
significant residual paralysis. The degree of resid- 
ual paralysis did not bear any consistent relation- 
ship to the previous vaccination status. Fully 37 
per cent of the confirmed cases had some degree of 
bulbar involvement, including twenty-four with 
bulbo-spinal disease. The more severe results in 
cases with cranial nerve involvement were entirely 
limited to those with bulbo-spinal paralysis, and 
included all six fatal cases. Thirteen cases had 
bulbar involvement alone, and all had minor or no 
residual. An unusually large number, twenty-one 
cases, had facial weakness, including five with iso- 
lated facial palsies. It has been suggested that pure 
facial paralysis is rarely due to poliomyelitis, but in 
three of these five cases poliovirus has been recov- 
ered. Interestingly, three of 17 confirmed cases, 
originally diagnosed as nonparalytic, had minor 
residual paralysis. Obviously, paralysis either may 
not be noted initially or may develop insidiously 
during the period after preliminary diagnosis is 
made. This emphasizes the importance of conva- 
lescent evaluations in assessing the true morbidity 
in all cases of poliomyelitis. 


The Statistical Study 

In the city of Providence, various surveys were 
made during the course of the epidemic to measure 
vaccine status and socio-economic levels of sub- 
populations of the city and of areas selected for 
sewage sampling.* 

The present report provides a summary of find- 
ings of a survey conducted in early September, 





“These surveys were carried out under the directions of 

Doctor Dana Quade, Epidemic Intelligence Officer, Com- 
municable Disease Center, with support and assistance of 
the Rhode Island State Health Department and the City 
of Providence Health Department. 
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toward the close of the epidemic and the intensive 
vaccination program. At this time, 1960 census data 
by enumeration district were available; and, with 
use of these data, a probability sample of approxi- 
mately one dwelling unit in 70 in the city of Provi- 
dence was selected for interview. Information was 
collected on vaccine status of each household 
member as of the first of June, July, August, and 
September. Information was also obtained on the 
socio-economic status of each household using the 
two-factor index of social position developed by 
Doctor A. B. Hollingshead of Yale University. An 
average value of the index was completed for each 
census tract by weighting the index for each 
sample family by the number of family members. 
The census tracts were then ranked and divided 
into four quartiles classified as upper, upper-middle, 
lower-middle, and lower socio-economic levels. 

The survey results indicated that a total of 
137,534 doses of vaccine were administered to the 
206,532 persons in the population. On the average, 
each person under 20 years of age received approx- 
imately one dose. In the age group 20-40 years, an 
average of approximately three doses was received 
by each four persons; and, for those over 40, the 
average was approximately two doses for each 
five persons. 

It was found at the close of the epidemic (con- 
sidering previous as well as recent vaccination) 
that very few children had not received at least one 
dose of vaccine. In the age group 5-14 the per- 
centage with one or more doses was nearly 100 
per cent of the population in each socio-economic 
area. Under five years of age, the percentage with 
one or more doses was over 90 per cent in each 
socio-economic area. 

When the percentage with four or more doses 
was examined by age and socio-economic level, a 
less favorable result was found. Among children 
under five years, the percentage with four or more 
doses ranged from approximately 30 to 60 per cent 
by socio-economic group. Among children 5-14 
years, corresponding percentages ranged from 60 
to 80 per cent. In the age-group 15-39, the per- 
centage with four or more doses ranged from 
approximately 40 per cent to 70 per cent. Thus, 
although in terms of persons receiving at least one 
dose the population was well-covered at the end of 
the epidemic, there remained need for considerable 
effort to complete the immunization series for many 
persons who received their first (or first and sec- 
ond) inoculations during the epidemic period. 

The survey data also enabled calculation of vac- 
cine effectiveness estimates. For this purpose, the 
population was classified by vaccination status 
according to age and socio-economic level as of 
June 1 and July 1. Attack rates in the unvaccinated 


were then calculated for the periods May 16 
concluded on next page 
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through June 15 and June 16 through July 21. 
From these rates an expected number of cases in 
the vaccinated (three or more doses) were calcu- 
lated for each sub-population in each time period. 
The total number of expected cases in the vacci- 
nated was 31, with six cases observed. Effective- 
ness was thus calculated as follows: 
31-6 
31 

This result is similar to effectiveness estimates 
made in the 1959 poliomyelitis epidemics in Des 
Moines and Kansas City.10:11!” 


x 100 = 81 per cent. 





Summary and Conclusions 

The poliomyelitis epidemic of 1960 in Rhode 
Island followed a different pattern than epidemics 
in past years. The distribution of cases, both geo- 
graphically and temporally, was atypical. After a 
rapid early season rise, the epidemic declined dra- 
matically. Furthermore, cases were remarkably 
concentrated within lower socio-economic census 
tracts and housing projects within the metropolitan 
Providence area. It is felt that these epidemiologic 
characteristics were determined, at least in part, by 
the massive vaccination program within Rhode 
Island preceding and during the epidemic. 

There was a predominance of cases among poorly 
immunized young children, with 85 per cent of 
both paralytic and nonparalytic cases under 10 
years of age. Three fourths of the paralytic cases 
had had no vaccine or inadequate vaccination. 
However, the degree of residual paralysis bore no 
relationship to the previous vaccination status of 
the patients. The better vaccinated areas of Provi- 
dence were consistently spared. 

Clinically, two thirds of the cases had no signifi- 
cant residual paralysis. There was a high incidence 
of bulbar, and especially facial, involvement. Polio- 
virus type I was isolated from a great majority 





DID YOU KNOW? 


@ That as of the end of 1960, an estimated 132 
million Americans had hospital insurance, com- 
pared to 77 million at the end of 1950. 

@ That from 1950 to 1960 the growth in surgical 
insurance coverage was from 54 million persons 
to an estimated 120 million persons. 

@ That in the 10-year period there was an increase 
from 22 million to an estimated 86 million in the 
number of persons with regular medical insurance 
which helps pay for doctor calls and other non- 
surgical care by physicians. 

@ That some 25 million persons now have major 
medical coverage compared to about 100,000 in 
1950. 

@ That the number of persons with loss of income 
insurance increased from 38 million in 1950 to 
43 million. 
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of cases, including several with isolated facial 
paralysis. 

Surveys of vaccination status in Providence in:i- 
cated a very wide distribution of Salk vaccine. 
However, considerable effort still is needed to fully 
immunize the susceptible population. 

The effectiveness of Salk vaccine in the 1960 
epidemic, for three or more doses, was 81 per cent. 
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MACHINE SALES DATE 2,200 YEARS 


The sale of accident insurance policies in vend- 
ing machines is the latest development in a history 
of automatic merchandising which started about 
200 B.C. 

The first vending machine dispensed holy water 

in a Greek temple. In the early 1800's, bulk to- 
bacco was automatically merchandised in English 
pubs. 
Vending machines dispensing penny gum and 
chocolate bars in packages, and salted peanuts and 
ball gum in bulk, first appeared in the United States 
in the late 1880's. 
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| eresieseenh NUMBER of patients referred for 
evaluation of “arthritis” will ultimately prove to 
have musculoskeletal or neuritic symptoms due to 
unrelated disease. That pulmonary neoplasm or lu- 
pus erythematosus may produce peripheral arthro- 
pathy is well recognized. The association of thyro- 
toxicosis and subdeltoid bursitis is another example. 
Hence, a basic proficiency in diagnostic internal 
medicine would seem to be a prime requisite in the 
practice of rheumatology. The following case illus- 
trates another disease still occasionally seen in 
which a correct diagnosis led to a gratifying cure 
and rehabilitation. 


Case Report 

W.M., a sixty-nine-year-old white female, was 
first seen in St. Joseph’s Hospital in December, 
1957, with characteristic findings of acute thrombo- 
phlebitis of the right lower leg. Conservative man- 
agement consisting of elevation, moist heat,and anti- 
coagulants was successful. The patient was then re- 
ferred for evaluation of arthritic complaints. The his- 
tory was of bizarre generalized musculoskeletal ach- 
ing, with extreme tenderness in the muscles of the 
arms, legs, and low back for some four years. Actual 
swelling, increased heat, redness, or limitation of 
any joint was denied. For the past year, extreme 
subjective weakness had led to a bed and chair 
existence. Profound anorexia and mental depres- 
sion accompanied this. Physical examination, X rays 
of affected bones and joints, and laboratory studies 
were normal except for a hypochromic anemia of 
10.5 grams of hemoglobin. The patient’s symptoms 
were thought to be functional, secondary to long 
standing mental depression. With supportive psy- 
chotherapy and graduated physiotherapy, the appe- 
tite returned to normal. In six weeks all symptoms 
of pain were gone and the patient walked normally 
at the time of discharge. 

The second admission in December of 1960 was 
occasioned by a fall with ensuing severe pleuritic 
chest pain and tenderness. There was a history of 
gradual development of anorexia and mental de- 


pression, similar to that of the first admission. The 
patient had been forced to return to a wheel chair 
for the past year. A careful dietary history indicated 
a nearly complete avoidance of meat, vegetables, 
and fruit, canned or fresh, for at least eighteen 
months. Intake had been limited to tea, toast, 
cereals, and custard. Alcoholism, prolonged medi- 
cation, or exposure to toxic chemicals were denied 
by the patient and close relatives. Purpura on the 
lower extremities and forearm had developed spon- 
taneously in the past twelve months. As on the 
previous admission, peripheral muscular tenderness 
was prominent. 

Physical Examination: The patient was sallow, 
edentulous, emaciated, mentally depressed, but 
well oriented. She complained of extreme left lateral 
pleuritic chest pain. An enormous ecchymosis 
extended from the left axilla to the pelvic brim. 
Purpura ranging in size from a quarter to a half 
dollar were noted on the extensor surfaces of fore- 
arms and lower legs. Folliculitis was not present. 
Light pressure along the lower tibiae was exqui- 
sitely painful. All neurological modalities, both 
sensory and motor, were intact, except for profound 
muscular weakness of the legs. There were no signs 
of rheumatoid or other arthropathy. The remainder 
of the examination was normal. 


X rays revealed multiple recent left lower rib 
fractures. Views of the long bones were normal. 
The tourniquet test was normal. Aside from a hypo- 
chromic anemia of 11 grams of hemoglobin, all 
laboratory studies, including coagulation tests were 
normal. The patient was afebrile throughout her 
stay. 

3ecause of the unexplained purpura, long bone 
tenderness and nutritional history, Vitamin C 
metabolic tests were done while maintaining the 
patient on an ascorbic acid poor diet : 


Fasting Plasma 
Vitamin C Level..................... 112 micrograms % 
3uffy Coat Vitamin C Level .... 8 milligrams % 
(Method using dinitrophenyl hydrazine 
was followed ) 


The following hourly plasma levels were ob- 
tained after a single oral dose of 800 mgm. of 


ascorbic acid: 
concluded on next page 
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First Hour 

Second Hour 
Third Hour 
Fourth Hour 


112 micrograms % 
157 micrograms % 
180 micrograms % 


146 micrograms % 


Because of the severity of the symptoms due to 
the fractures, it was not deemed advisable to delay 
healing to undertake a tyrosine loading determina- 
tion. Oral ascorbic acid, 50 mgs. daily, was started, 
in addition to a full diet. At the end of ten days, 
there was complete clearing of mental depression, 
muscle weakness, periosteal tenderness, and pur- 
pura, in that order. Gait was normal at discharge on 
the 19th hospital day. Fasting plasma ascorbic acid 
level, just prior to discharge, was 2.24 mgm.%. The 
fractures healed uneventfully and the patient has 
remained well to date. 


Comment 

Florid or “full blown” scurvy! is characterized by 
hemorrhagic phenomena, particularly in the gingi- 
vae, periosteum, and mucous membranes. Hema- 
turia, anemia, and delirium in late stages are seen. 
The disease should be considered in any case of 
unexplained bleeding. In subclinical or less ad- 
vanced cases, insidious weight loss, progressive 
weakness, objective bone tenderness, and diffuse 
subjective aching in arms and legs, are suggestive 
clues. Recognition at this stage is important to 
proper wound and fracture healing. A low serum 
ascorbic acid level without clinical signs or symp- 
toms, of course, is not diagnostic. Loading tests are 
useful in doubtful cases, and finally the response to 
specific therapy may be the best guide. The disease 
is more striking in children; women seem more 
resistant than men. Gingivitis is not present in 
edentulous patients. Of some interest is the negative 
capillary fragility test in this case. However, nega- 
tive tests have been found for as long as six months 
in experimental diets totally deficient in vitamin C. 


SUMMARY 
A cure of “arthritis” was possible by a belated 
recognition of an early symptomatic stage of Vita- 
min C deficiency. A negative capillary fragility test 
and absence of gingivitis were noteworthy features. 
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I THE NEW ENGLAND AREA a tropical disease 
can be easily misdiagnosed simply because one 
is unaware of its existence; an example of this is 
ainhum. Ainhum (dactylolysis spontanea) is a 
disease peculiar to Negroes, characterized by devel- 
opment of a fibrotic band of the toes usually forming 
at the base of the fifth toe. This condition mainly 
affects Negro males of the tropics and subtropics 
and it is only rarely seen in the temperate regions 
of the world. Clark! in 1860 was the first to report 
this condition in the African Gold Coast Negroes 
as being one of dry gangrene of the little toe. 
daSilva Lima? in 1867 first introduced the African 
word ainhum, which means “to saw,” to classify 
this disease. In 1881 Hornaday* reported the first 
case from this country, and since that time approxi- 
mately 100 reported cases have been added to the 
world literature from the United States. 

Various etiological entities have been reported 
as being the underlying cause for this disease: 
leprosy, syphilis, infection and trophoneurosis, just 
to mention a few. However, none of these condi- 
tions is consistently present, nor can they explain 
the reason ainhum most frequently attacks the 
small toe of the Negro male. This multiplicity of 
unproven etiological causes is therefore an indica- 
tion that the basic pathology for this condition is as 
yet unknown. 

The disease is characterized by a transverse fur- 
row which usually develops in the region of the 
digito-plantar fold of the fifth toe. A small papule 
may appear in the region of this fold which on 
occasion becomes secondarily infected. This may 
become painful and for the first time attract the 
attention of the patient to the change that is taking 
place. With the passage of time the transverse band 
begins to extend laterally until it eventually en- 
circles the entire toe. The fibrotic constriction then 
From the Department of Surgery, Pawtucket (Rhode 
Island) Memorial Hospital. 


in effect becomes a ligature which, with increased 
constriction, slowly cuts off the distal blood supply. 
Eventually absorption of bone takes place beneath 
the constricted area; and in the end stages dry 
gangrene results, with autoamputation occurring 
distal to the fibrotic band. 

Grossly one finds the toe distal to the fibrosis to 
be bulbous, edematous, and on occasion discolored 
from gangrene. The tissue changes directly beneath 
the constricting band as well as any degree of bone 
absorption is dependent upon the duration and 
extent of the fibrosis. This fibrotic process results 
in minimal to complete occlusion of the underlying 
blood vessels resulting in the trophic changes that 
occur. 

In untreated cases, autoamputation is usually the 
end result. Likewise, the only effective therapy for 
this condition in the light of our present knowledge 
is amputation of the involved toe. Brown* in 1959 
reported a case of bilateral ainhum which he treated 
by multiple Z-plasties with favorable results. Never- 
theless, one wonders whether plastic procedures 
are justified in a condition that is solved so easily 
by amputation of a toe that is already partially 
destroyed. The loss of a fifth toe on either foot is in 
no way a handicap. 


Case History 

G.H. is a seventy-two-year-old Negro female 
housewife who entered the hospital complaining of 
“cracking and swelling” of the fifth toe of her right 
foot. Her entire life had been spent in the New 
England area. Approximately one year prior to 
admission, she began to notice cracking of the 
plantar surface of her fifth right toe which over a 
period of time became quite painful. She was seen 
by her family physician who felt her condition was 
one of “athlete’s foot” and treated her with epsom 
salt soaks of both feet. This treatment was carried 
out for a period of one month, at the end of which 
time “pus” escaped from the involved area and the 
pain disappeared. She then remained asympto- 
matic until three months prior to admission at 
which time she again noticed a painful furrow 
forming in the previously affected area of her fifth 
right toe. This furrow began to extend laterally 
until the entire toe was encircled, eventually lead- 


ing to swelling and gangrene of the portion of the 
concluded on next page 
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toe distal to a fibrotic band. It was at this time that 
she came to the hospital for definitive treatment. 

On physical examination the patient was a well- 
nourished Negro female complaining of pain in her 
right fifth toe. This toe was bulbous and_ black 
distal to the characteristic constricting band 
(Fig. 1). Palpation of this toe caused marked 
discomfort. The dorsalis pedis and posterior tibial 
pulses were present bilaterally. The remainder of 
the physical examination was remarkable only for 
bilateral cataracts, Grade 2 arteriosclerotic retino- 
pathy, and external hemorrhoids. Roentgenograms 
of the involved area showed bone atrophy of the 
distal portion of the proximal phalanx of the right 
fifth toe (Fig. 2). The results of the blood and urine 
studies were within normal limits. The serum test 
for syphilis was negative. The patient subsequently 
underwent amputation of the right fifth toe which 
was performed under a spinal anesthesia. The post- 
operative course was uneventful with the wound 
healing by primary intention. 





FIGURE 1 
Photographs taken at time of amputation of the fifth 
toe. Constricting band can be seen at proximal end of 
involved toe. 





FIGURE 2 
Comparison roentgenograms showing constriction of 
proximal portion of right fifth toe with underlying bone 
destruction. 


RHODE ISLAND MEDICAL JOURNAL 
SUMMARY 


Ainhum is a disease seen mainly in Negroes 
from tropical and subtropical areas of the world, 
appearing only rarely in patients from the tem- 
perate climates. Many theories have been proposed 
regarding the etiology of this condition but none of 
them has been proven. The disease usually con- 
stricts the fifth toe at the base with eventual bone 
atrophy and gangrene. The treatment of this con- 
dition is amputation. 
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isan PRESENT my personal evaluation of those 
Newer Advances and Present-Day Problems in 
Gastrointestinal Surgery with which I have had 
some personal experience. Advances have been 
made, as can be seen from Table 1, of the approxi- 
mate operative mortality rates at my institution in 
1930, when I was a house officer, and again in 1960. 











TABLE 1 
Operative Mortality Rate 1930 1960 
Peptic: Ulcer Operations. .c.scccccccscccincccncn LOG 1% 
Gastric Malignancy Resections ....000.0.. 25% 5% 
Gallbladder Operations 0.0.0... 10% 0.5% 
Resection of Colon and/or Rectum ........ 30% 1% 





I credit these to the following developments. 

The presence of scientific anesthetists, better 
anesthetics and apparatus, and endotracheal intu- 
bation need no comment. 

Nasogastric intubation has been particularly 
helpful in minimizing anastomotic leaks in gastric 
resections and in practically eliminating post- 
operative paralytic ileus which was particularly 
common and fatal after operations on the gall- 
bladder. 

More accurate fluid, electrolyte, and blood re- 
placement has also been a big factor and will be 
commented on again in a moment. The use of anti- 
biotics and bowel preparation has been to a con- 
siderable degree responsible for the general de- 
crease in mortality on operations of the colon and 
*Presented before the House Officers’ Association at 
Rhode Island Hospital, Providence, Rhode Island, May 
5, 1961. 


rectum. 

A still existing serious problem that has not been 
satisfactorily solved is the estimation of blood vol- 
ume before and after operation because patients 
may die either from too little or too much fluid and 
blood replacement. At present we have found the 
radioactive chromate 51 method of determining 
blood volume to be the most useful. It is run by the 
house officers, obtains blood volume determinations 
in about ten minutes, and is repeatable in about 
four hours. I have had several cases in which I am 
certain that these determinations prevented our 
giving too much or too little fluid to a critically ill 
patient in whom the mistake would have been fatal. 


Esophagus 

The treatment of carcinoma of the middle and 
upper thirds of the esophagus is still an unsolved 
problem. The operative attack is one of great mag- 
nitude. In my hands it has not been satisfactory. 

I resected sixteen cases with no five-year sur- 
vivals. The next forty cases were treated by rota- 
tion X-ray therapy and again there were no five- 
year survivals. However, more patients survived 
for a longer time than with surgery and all were 
able to swallow until their demise. This seemed to 
me to be better palliation than I was able to give by 
surgery, and in addition it spared them both the 
expensive hospitalization and suffering that sur- 
gery produced. We are now treating these patients 
with cobalt radiation. This has started too recently 
for me to have any statistics. I do not mean that 
surgery should be abandoned by all people in treat- 
ing this disease. Sweet in Boston and Parker in 
Charleston as well as others have produced some 
five-year cures. They are concentrating on this 
field and may eventually produce a satisfactory pro- 
cedure that all of us can use. In the hands of the 


ordinary general surgeon the results are not good. 
continued on next page 














TABLE 2 
Carcinoma of Middle and Upper Thirds of Esophagus 
Treatment Total Cases Survival 
- Average 5 yrs. 2 yrs. 1 yr. 6-12 mos. 
Surgical 16 9 mos. 0 0 1 6 
7.9 mos. 0 4 5 14 


Rotational Netay: escent secadasccsmetnees enseaamee. |) 
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On the other hand carcinoma of the lower third 
of the esophagus has a much more favorable out- 
look when attacked by surgery. This is shown in 
Table 3 of my results in an admittedly small series: 


TABLE 3 
Carcinoma of Lower Third of Esophagus 





Total Number of Cases 





Operative Mortality Pore Lowey. 
Died with Metastases but palliated 11 months, 4 yrs........ 
MAW AT ated AVON MOR ATS escssccssisncenatecsleinwsninetes 

Living and well for 5 yrs. oc-cccccoo 





KH NmMWoOlar 





I think that these patients should be treated by 
surgery. 


Stomach 

Carcinomas of the stomach are still a serious 
problem. In our opinion a subtotal gastrectomy is 
the treatment of choice, but a total gastrectomy is 
used when a safe margin above the tumor cannot 
otherwise be obtained. The five-year survival for 
curative resections runs between forty and fifty 
per cent, but the discouraging fact is that the over- 
all five-year survival is only five to ten per cent 
because such a large percentage of these patients 
come in with a tumor that is nonresectable or amen- 
able only to a palliative resection. I might add that 
we believe in palliative resection for a resectable 
tumor even in the presence of metastases, unless 
they are so extensive that the life expectancy is 
short. Removal of the primary tumor prevents its 
future bleeding or obstruction and makes the 
patient much more comfortable for his remaining 
days. 

The results in the treatment of sarcoma of the 
stomach are considerably better than those of carci- 
noma. We! recently reviewed our primary sarcomas 
of the stomach. They consisted of three types: 
reticulum cell (large pleomorphic cell) sarcomas, 
lymphosarcomas (small round cell), and leiomyo- 
sarcomas (spindle cell). 

Reticulum cell sarcomas commonly develop 
lymphatic metastases, though not as commonly as 
carcinomas. These tumors were moderately sensi- 
tive to radiation therapy. The most successful form 
of treatment was resection plus postoperative radi- 
ation. Those that were nonresectable responded to 
a variable degree to radiation and/or nitrogen 
mustard therapy. Their over-all five-year survival 
was 40 per cent. Some of the cases that had been 
resected died of other causes in later years and 
autopsy showed no evidence of recurrence. All 
cases treated without surgery died eventually of 


their disease. 

Lymphosarcomas of the stomach were usually 
associated with involved glands and other struc- 
tures. They were very sensitive to radiation ther- 
apy. The best results followed treatment by resec- 
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tion pilus postoperative radiation. Those which 
were nonresectable responded to radiation nd 
chemotherapy. Their over-all five-year survival 
was 30 per cent but none was entirely free of their 
disease nor died without autopsy evidence of ‘lis- 
ease after any form of treatment. 

The leiomyosarcomas of the stomach are the 
most favorable group of all. They rarely metasta- 
size to the lymph glands; in fact this occurred in 
only one of the thirteen that we studied. They are 
completely resistant to radiation and chemotherapy. 
The best results followed resection of the stomach 
and its tumor. There is no means of palliating those 
that cannot be resected. The five-year over-all sur- 
vival in these tumors was 50 per cent and the five- 
year survival of those that were resectable was 
60 per cent. Furthermore, those that survived for 
five years were clinically free of the disease and any 
that died from other causes were shown to have no 
evidence of recurrence at autopsy. Although it was 
stated that the prognosis of these tumors is good it 
depends almost entirely on whether there has or 
has not been vascular invasion. 

Doctor Sumner Wood went over all of our speci- 
mens without knowing the clinical outcome of the 
patients. He found vascular invasion by the tumor 
in seven cases. Of these seven, six have died of the 
tumor, and one is still living, four months post- 
operatively. 

On the other hand he could find no vascular 
invasion in five cases. None of those had died from 
their tumor; one died a postoperative death ; two 
are living and well for ten and seven years; and 
two others died from other causes six and three 
years after their operation, autopsy showing no 
evidence of recurrence of the tumor. The thirteenth 
case had too little tumor tissue in the secondarily 
resected specimen for vascular invasion to be 
evaluated. 

A real lesson can be learned from the thirteenth 
case. The patient, a female, was first operated upon 
in another city for upper gastrointestinal bleeding, 
and a small tumor in her stomach was found. A 
frozen section was made and interpreted as a 
benign leiomyoma. Accordingly, it was locally ex- 
cised with what appeared to be an adequate margin. 
Later permanent sections showed that it was a leio- 
myosarcoma. She was transferred to the Johns 
Hopkins Hospital where a secondary subtotal gas- 
trectomy was decided upon despite the fact that by 
X-ray and even at operation there was no visible 
or palpable evidence of persistence of the tumor. 
The pathologic section showed residual tumor cells 
at the site of her healed former gastrotomy wound. 
She was nineteen years’ old then, and is now 
twenty-eight. The moral to this is that even a 
benign appearing leiomyoma should be widely 
excised, because one cannot tell whether it is benign 
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or malignant from the frozen section. 


Duodenum 

The elective surgical treatment of duodenal ulcer 
is still an unsettled problem. The argument con- 
cerns whether to do a subtotal gastrectomy, or a 
vagotomy plus a 50 per cent gastrectomy or some 
shunting operation. The treatment of duodenal 
ulcer has gone through many fads and cycles and 
now is about back to where it was thirty years ago. 
Personally I prefer a subtotal gastrectomy, because 
it has given me satisfactory results over the years. 
As the late Knute Rockne used to say, “When your 
running attack is working why forward pass?” 
On the other hand vagotomy with a conservative 
gastrectomy or a shunt operation is gaining popu- 
larity at the present time. It does have a lower 
mortality and seems to give equally satisfactory 
results. It is possible I may change to it later though 
[ have not so far. The degree of preoperative acidity 
influences the choice. Of course the primary treat- 
ment of a duodenal ulcer is medical. Surgery is 
reserved for the complications of bleeding, perfora- 
tion, obstruction, or intractability. 

The treatment of a perforated peptic ulcer is also 
still controversial. I prefer simple suture, with 
biopsy of any ulcer that is on the gastric side of the 
pylorus. In our hands this has provided a 1 per cent 
mortality. A twenty-year follow-up of a series of 
these patients showed that during the following 
twenty years 33 per cent had no further trouble, 
another 33 per cent required medical treatment, 
and the remaining 33 per cent required reoperation 
for a peptic ulcer. We reserve immediate resection 
of a perforated peptic ulcer for young, good risk 
patients with recent perforation, minimal inflam- 
mation about the ulcer, and viscera mobile enough 
to be easily resected. I firmly believe that one should 
perform the simplest and safest operation that will 
take care of the present emergency. 


Gastrointestinal Bleeding 

Another unsettled problem is the treatment of 
emergency gastrointestinal bleeding from an un- 
known source. It is important, when possible, to 
try to diagnose the source before any operation is 
performed. The history provides some clue. If there 
has been hematemesis, suspect a bleeding point 
proximal to the ligament of Treitz. Perform an 
emergency barium swallow X-ray study, and/or 
esophagoscopy if esophageal varices are considered 
a possibility. If there has been vomiting without 
hematemesis, then suspect a lesion distal to the 
pylorus. Again we do a barium swallow X-ray 
study, a proctoscopic examination, and a barium 
enema examination. When there has been no vom- 
iting, one must consider a location anywhere in the 
gastrointestinal tract, but more likely in the lower 


bowel. For this we do a proctoscopic examination 
first, then a barium enema, and finally the other 
studies mentioned above if necessary. 

When the site of bleeding is still unknown and 
emergency operation is necessary, the following 
routine has been helpful. We look first for the 
highest level of bluish discoloration of the bowel 
and then palpate and inspect the gastrointestinal 
tract at and above that level. We then look at the 
liver for evidence of cirrhosis and at the omental 
veins for evidence of distention from portal hyper- 
tension. Next the stomach is opened by a long gas- 
trotomy which extends from the cardia through the 
pylorus if necessary. We then look at the jejunum 
for diverticula, both false and true, and, if none is 
seen, isolate the jejunal loop between compression 
clamps and insufflate it to distend any diverticula 
that are present to make them more prominent. If 
there has been no hematemesis, the colon is opened 
by a colotomy and its interior inspected with a 
sterile proctoscope as it is distended with air to 
flatten out the mucosal folds. A blind gastrectomy 
is not done unless blood was found in the stomach 
with no specific bleeding area and is not coming up 
from the pylorus or down from the cardia. One 
must remember that 25 per cent of upper gastro- 
intestinal bleeders are bleeding from something 
else than a peptic ulcer. 

The treatment of esophageal varices is still a 
problem. When bleeding is active we insert a 
Sengstaken tube. If this does not control the bleed- 
ing or if the bleeding recurs after the tube is 
released, I have ligated the varices through a tho- 
racic approach with temporary success. Others 
have successfully stopped the bleeding by the 
Tanner operation which consists of transecting the 
upper end of the stomach. These are not definitive 
operations. The best procedure apparently for re- 
lieving the portal hypertension, which is the cause 
of varices, is some form of a portacaval shunt. This 
operation should not be undertaken lightly. Al- 
though McDermott? has recently reported a bril- 
liant series at the Massachusetts General Hospital 
with a mortality around 10 per cent, one must 
remember that he and his associates have had an 
unusually large experience with the condition. I am 
quite certain that the mortality will be around 
20 per cent when performed by ordinary surgeons 
who do not specialize in this operation. Further- 
more the cases must be carefully selected. Some 
people advocate an emergency portacaval shunt 
during the active bleeding. I have not attempted 
this, so I cannot discuss it. 

On the other hand a portacaval shunt that is 
performed electively can be very beneficial in prop- 
erly selected cases. There is difference of opinion 
about the type of shunt to be performed. The choice 


often will be dictated by the anatomical conditions 
continued on next page 
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encountered. The most desirable shunt is one be- 
tween the portal vein and the vena cava. This may 
be performed as an end-to-side, side-to-side, or 
double end-to-side. The reason for the side-to-side 
and the double end-to-side procedure is that it has 
now been demonstrated that there is a considerable 
retrograde flow of venous blood from the liver in 
the portal vein, at least in some cases. However, a 
side-to-side anastomosis is more difficult to per- 
form than an end-to-side ; so the double end-to-side 
anastomosis has virtue. 

The portal vein may be found to be thrombosed 
and unsuitable for an anastomosis. In such a case an 
anastomosis can be made between the splenic vein 
and the left renal vein. This anastomosis does not 
shunt as much blood as the portal caval anastomo- 
sis ;and McDermott? showed very nicely that there 
is a greater incidence of recurrence of bleeding 
after this type of shunt than after the portacaval 
shunt. We perform portacaval shunts only for 
patients with esophageal varices that have bled. 
Some individuals are advocating that it be per- 
formed prophylactically before the patient bleeds at 
all. This is a much debated issue that has not yet 
been resolved. One must also remember that some 
patients with esophageal varices never bleed, while 
some others bleed once or twice and never have a 
recurrence of the bleeding. They are very much in 
the minority. 

Jejunal false diverticula occur on either side of 
the mesentery of the jejunum. It has not been gen- 
erally recognized that they are a potential source of 
upper gastrointestinal tract bleeding. Hemorrhage 
from them may consist of simple melena or massive 
hemorrhage. Clinically they mimic a_ bleeding 
duodenal ulcer. They may be seen in a gastro- 
intestinal X-ray series. We* reported three of these 
cases and collected twenty-one others from the 
literature, in all of which the diverticula were the 
cause of hemorrhage. The symptoms are listed in 
Table 4. 

TABLE 4 
Symptoms of 24 Patients with 
Bleeding Jejunal Diverticula 








Asymptomatic Chronic Melena 5 
Asymptomatic Massive Melena Benet 4 
Chronic dyspepsia, hematemesis and Melena Seale hth 3 
Pain, Vomiting and Chronic Melena ..... 3 
Pain, Vomiting and Massive Melena ............... 3 
Asymptomatic Vomiting and Massive Melena . ee 
Asymptomattic Hematemesis and Massive Melena pia 1 
Asymptomatic Hematemesis ............... 1 








The following short case report demonstrates the 
resemblance to bleeding from a peptic ulcer: 

A fifty-eight-year-old white male entered the 
Perry Point Veterans Hospital in June, 1959. He 
had been asymptomatic until the sudden onset of 
syncope, vomiting without hematemesis, and mas- 
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sive melena the previous night. The amouni of 
hemoglobin was only 6 gm. after the transfusion 
of 2500 ml. of blood. Laparotomy (R.T.S.) was 
performed and 59 cm. of jejunum containing mul- 
tiple diverticula were resected. One diverticulum 
could be seen at operation to be refilling with blood 
when emptied. No ulceration could be found in the 
specimen. Recovery has been complete. 

An important point about these cases is that at 
operation you may not easily see the diverticula or, 
if diverticula are there, their presence does not 
necessarily mean that the bleeding is coming from 
them. It is helpful to distend the jejunum with air 
to visualize them better. If you pinch the diverticula 
you may start up active bleeding and demonstrate 
its accumulation in the offending diverticulum. 

It is important for pathologists to realize that 
these are potential sources of gastrointestinal hem- 
orrhage. In any patient who has died from gastro- 
intestinal bleeding without a site of the bleeding 
having been found at autopsy this segment of the 
bowel should be blown up with air, otherwise the 
diverticula may be missed. 


Hiatus Hernia 

There is still a difference of opinion as to what 
should be done for hiatus hernias. I agree that 
hiatus hernias that are asymptomatic need not be 
operated upon. However those that do have symp- 
toms should be operated upon because in our expe- 
rience they can develop the complications listed in 
Table 5. 

TABLE 5 
Complications of Hiatus Hernia 





Non-X-ray — visible esophagitis with bleeding and 
anemia, all four corrected by hernia repair ........... 
Esophagitis Stenosis : 
1 corrected by esophagogastrectomy - Stenosis 
recurred. 
2 corrected by esophageal resection and jejunal 
interposition — too recent for evaluation. 
Strangulation with perforation, both fatal. 


4 cases 
3 cases 


2 cases 





One of the complications is the development of 
esophagitis that is too mild to be visualized by an 
X-ray study, but yet is sufficient to cause bleeding 
or anemia. This is one of the causes to be looked for 
when one has a patient with melena and anemia of 
unknown cause. I have had four of these patients, 
one in my immediate family, all of whom were 
cured of their bleeding and anemia by repair of the 
hernia. They have all remained well. 

Another serious complication is the development 
of a severe stenosis due to esophagitis. These cases 
are much easier to prevent than they are to cure. 
Operations for correcting esophageal stenosis are 
not completely satisfactory. I have had three of 
these patients. In one the stenosis was corrected by 
esophagogastrectomy, but stricture at the anasto- 
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TABLE 6 





Total Routine and Diagnostic Proctoscopies 


.... 46 patients 





Positive findings requiring biopsy in 40 patients (7.3%) 


Routine Proctoscopy of Asymptomatic Patients over 40 yrs. old. 


ten 448 patients 





Total routine proctoscopies 


25 patients 





Total unsuspected positive findings ..... 


é 23 patients (5.1%) 





Benign Polyps 
Carcinoma 


2 patients (0.46%) 





Proctoscopic Examinations of Patients with Rectal Symptoms 


98 patients 





Number of Diagnostic Proctoscopies. 


15 patients 





Total Positive Findings 


12 patients (12%) 





Unsuspected Benign Polyps ..... 


3 patients (3%) 





Unsuspected Carcinoma 





for which they were admitted. 


motic suture line recurred within two years. The 
other two were corrected by a jejunal interposition 
operation ; but this is a difficult procedure. These 
have been done too recently for me to evaluate the 
permanent results. 

There were two other older patients with stran- 
gulation and perforation of their hiatus hernia. 
30th cases were fatal. It is for these reasons that I 
advocate that patients with hiatus hernia who have 
heartburn or other symptoms have their hernia 
corrected before these complications develop. 


Colon and Rectum 

Some years ago at the Perry Point Veterans 
Hospital we commenced the routine of proctoscop- 
ing every patient who was over forty years of age 
and was admitted on the Surgical Service regard- 
less of the nature of his complaints. Proctoscopic 
examinations of people over forty having no rectal 
complaints are called routine proctoscopies, while 
those of people who have some kind of rectal com- 
plaint are called diagnostic proctoscopies. The year 
before last* the total of these two groups was 546 
patients and there were positive findings requiring 
biopsy in forty patients or 7 per cent (Table 6). 

Routine proctoscopic examinations of patients 
over forty having no rectal symptoms totaled 448 
with unsuspected positive findings requiring biopsy 
in 25 patients, almost 6 per cent. Of those 25, 
unsuspected benign polyps were found to be present 
in 23. We consider these lesions to be premalignant. 
However, in addition there were two patients with 
unsuspected carcinomas. 

There were 98 diagnostic proctoscopies on pa- 
tients sent in with some known rectal condition. In 
this group there were 15 patients with positive 


All were unsuspected Positive Findings in Addition to the Known Hemorrhoids, Fistulas, Fissures, Condylomata, ete. 


findings that required biopsy. Twelve of these were 
unsuspected benign polyps, and three were unsus- 
pected carcinomas. These were all unsuspected 
positive findings in addition to the known hemor- 
rhoids, fistulas, ete. No suspected carcinomas or 
polyps are included. 

We compared these results with the usual routine 
examinations made on 100 consecutive patients 
admitted to the surgical service (Table 7). 


TABLE 7 
Unsuspected Pathology Discovered by Usual 
Routine Examinations in 100 Patients 








1. Complete blood count 2... ee O 

2. Urinalysis 1 (Same as 5) 
3. Serology... Ret Maple eons Aaa te apes aaa aed 

4. Blood urea nitrogen occ O 

5. Fasting DIOOd Sugar ....sccscncnuisinonmnunns 1 (Same as 2) 
6. Temperature, pulse, respiration and 


blood pressure 0.0... nee 
7. Percussion and auscultation of the Chest 
8. Chest x-ray 
9. Proctoscopy 








n= © & 





In this group only five had unsuspected conditions 
picked up by the usual routines, while the same 
number were picked up by proctoscopy as by the 
total of all the other routines. We believe that 
routine proctoscopy for patients over forty is 
worthwhile. I should like to add that 14 of our last 
39 resections for carcinoma of the colon and rectum 
were picked up by routine proctoscopy. It is a par- 
ticularly valuable procedure for a senior resident 
in surgery to establish, especially if a junior resi- 
dent is assigned all the proctoscopics. It will 
increase the number of carcinomas found to be 


operated upon. 
continued on next page 


TABLE 8 
Operations for Mid-rectal Carcinoma 














Miles Operation Sphincter Preserving 
Operation 
; Cases 5-yr. Survival Cases 5-yr. Survival 
Best and Rasmussen? occu 112 54.5% 93 55.5% 
Waugh and Turner ...... 182 51.1% 131 52.7% 
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At present there is great difference of opinion as 
to the proper treatment of carcinomas of the rec- 
tum situated more than 5 cms. but less than 20 ems. 
above the anus. There is general agreement that all 
situated more than 20 cms. above the anus should 
he treated by anterior resection, and all situated 
5 cms. or less above the anus should be treated by 
a Miles abdomino-perineal resection with a perma- 
nent colostomy. The dispute about those situated 
in between concerns whether they should be treated 
by some form of a sphincter preserving operation. 

Some comparative figures for the two methods, 

each series having been operated upon by the same 
group of surgeons, are shown in Table 8. 
The five-year survival is about the same in both 
groups. There are other series that support these 
findings. No one argues that a sphincter preserv- 
ing operation is a better cancer operation than a 
Miles procedure, but if both give the same results 
it is as far more convenient for the patient to have 
an intact sphincter. 

[ have had a limited experience with what I call 
the Best Operation popularized by Doctor Russell 
Best in Omaha. It consists of mobilizing the colon 
and rectum through the abdomen just as for a Miles 
resection. Then, after turning the patient over, 
going through the perineum, pulling down the 
mobilized segment, and resecting it above and 
below the tumor, the rectal stump is anastomosed 
to the proximal end of the colon that is remaining. 
Actually the dissection is just exactly the same as 
for a Miles with the exception that the sphincter is 
left intact. I have operated on nine such patients. 
One patient died three years later with metastases, 
the remaining eight are still living and seven of 
these are apparently well three to six years after 
the operation. One, a female, had a local recurrence 
two years later at the suture line, and this was 
treated by a secondary Miles procedure. She is 
still living, but has metastases. I am very satisfied 
with the procedure and continue to perform it on 
those carefully selected patients. 

Recurrence of a rectal carcinoma after a Miles 
operation is considered to be hopeless as far as 
further treatment is concerned. That is usually true 
but there are exceptions which encourage one to 
keep on trying to relieve these patients. Two 
women had local recurrence in the area from which 
their rectum had been removed by a Miles resec- 
tion. Both were subsequently treated by Brack’s 
radium plaque with gratifying results. One is still 
living and apparently well nine years after radium 
treatment. I am sorry to say that this month, seven 
years later, the first patient has evidence of local 
recurrence and is now being treated by cobalt 
radiation. 


Peritoneoscopy 
Peritoneoscopy is a valuable procedure which is 
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not used as much as it deserves to be. It is done 
under local anesthesia and disturbs the patient \ cry 
little. A pneumoperitoneum is created first, jol- 
lowed by insertion of the scope, re-inflation of the 
abdomen with air so as to provide more room {or 
maneuvering the instrument, and then observation 
of the liver, omentum, peritoneal surfaces and pel- 
vic organs. It is particularly valuable for determin- 
ing the causes of ascites and of hepatomegaly. 

The cases should be carefully selected and there 
are three contraindications. These are adhesions 
from previous operations, abdominal distention, or 
the presence of acute inflammatory disease within 
the abdomen. 

Table 9 shows the percentage of successful exam- 
inations and the complications in our first 120 cases. 
We have now done over 700. 











TABLE 9 
Satisfactory PeritomeOscopies ....ccccccccscsssscssssssssssussssein 115 
GOEKGCE TDIAPNOSIS icc cs cccccseecstecciets le oo) AU 
Cirrhosis of Liver ..... sans aS) 
Combined Cirrhosis and Tuberculous. 
Peritonitis 1 
Normal Liver and Peritoneum without 
metastases on 19 
Metastases, source invisible .............. uci. ARS 
Carcinoma of Ovary, inoperable ou... 7 
Carcinoma of Ovary, operable wc... 





Hepatitis 
Traber culous PeritOnstes i.ccciescccicscstscscsscncons 
Ectopic Pregnancy, Present . 
Absent (1 positive F riedman’ s test) 
Myomatous Uterus, post-menopause .......... 
pre-menopause ............. 
Ovarian ‘Gyst: ............ eee ean 
Primary Hepatoma é 
Peptie Weer iets ecccsce 
Carcinoma of ( call Bladder 
Obstructive Jaundice due to Stones Sate 
Retroperitoneal Tumor .... ers 
Chronic Passive Congestion of ‘Li iver ......... 
Hodgkins of Liver on 
Incorrect Diagnoses 12 
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Ninety per cent of the examinations were 
satisfactory; the incidence of complications was 
5 per cent and the mortality rate was 0.8 per cent 


(see Table 10). 


TABLE 10 


Totai Patients Peritoneoscoped 120 
Unsatisfactory Peritoneoscopies (Adhesions) ..... 
Satisfactory Peritoneoscopies .. 
NGPA TST R) C1 5 | Sana 
Without biopsy 
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Complications _............. 6 
Perforated Bowel 1 
Perforated Gall Bladder wun 1 


Hemorrhage from Abdominal Wall 
(Fatal) 
Postoperative Emphysema 
Exacerbation of Symptoms (Fever) 
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Editorials 











SCIENCE FAIR, 1961 


| eee SIXTEENTH ANNUAL Providence Journal- 
Bulletin Science Fair opened its doors at 
Marvel Gymnasium to the public the day after 
Easter. Once again the people of the state flocked 
to see, admire, and learn from the scientific efforts 
of our junior and senior high school students. The 
exhibits ranged widely over fields of current interest 
in electronics and physics, mechanics, geology, 
meteorology, botany, and biology. The students’ 
ingenuity, showmanship, insight, and occasional 
scientific sophistication were impressive. The 
Rhode Island Medical Society contributed its sup- 
port to the stimulating event by making six awards 
to students demonstrating medical and public 
health exhibits. These medical award winners were 
further honored at the Annual Meeting of the 
Society, when they were presented government 
bonds in recognition to their achievements. 

The Society clearly has an obligation to foster 
scientific interest and education among our young 
people, particularly in medically related fields, at a 
time when applications to medical schools seem to 
be declining in both quantity and quality. We must 
continue to make the science and practice of medi- 
cine an attractive, exciting prospect for students. 
While there have been objections raised to science 
projects as frivolous distractions to the basic high 
school curriculum where excellence is most to be 
desired, still the creative development of good ex- 
hibits seems to encourage the excitement and moti- 
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Rhode Island Medical Society Science Fair winners at 
the 150th annual meeting of the Society. (1-r) — Peter 
Arnold, Arlene Antonian, Mary Flannagan, Carol Ann 
DeAngelis, Charlene Miga, and William Darby. 


... PROVIDENCE JOURNAL-BULLETIN Photo 


vation for the long, laborious pull necessary to basic 
scientific education. On balance the Science Fair 
seems to provide an excellent opportunity for 
encouragement of prospective scientists and, we 
hope, prospective doctors. We are indebted to 
Brown University and to the Providence Journal 
Company for sponsorship of a worthwhile and de- 
sirable activity of value to the community and the 
medical profession. 


NEW ENGLAND HEALTH 


N"™ ENGLAND has always seemed a distinct 
cultural as well as geographical entity. The 
rock-bound coast, hard-scrabble farms, elm-shaded 
streets,and town-meeting governments have molded 
the people and formed a traditional atmosphere of 
independence and individuality not found else- 
where. We like to think that New England is dis- 
tinctive in temper, flavor, and character; but in 
twentieth century America the old flavor seems a 
remembrance of things past, long lost to modern 
organization and communications and to the scien- 
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tific revolution. Recent government health statistics, 
however, provide a surprising rebuttal to the con- 
cept that New England is just another small slice of 
the American pie. 

From July, 1957 through June, 1959 the U.S. 
Public Health Service conducted a sampling of 
American households, asking questions about 
chronic disease, accidents, and medical attention for 
the U.S. National Health Survey. These data are 
published as part of PusLic HEALTH SERVICE PuB- 
LICATION No. 584 (Series C, No. 6). In the tables 


continued on next page 
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of figures New England with surprising regularity 
occupies an extreme position among the eight 
regions into which the nation is divided for this 
survey. Consider eleven chronic diseases investi- 
gated: New [england is in the extreme position in 
seven of them with the highest rate of any region in 
the country for heart conditions, peptic ulcer, 
hernia, and impaired hearing. However, it has the 
lowest incidence of arthritis and rheumatism, 
chronic bronchitis, and chronic sinusitis. High 
blood pressure, diabetes, asthma, and visual impair- 
ment show intermediate rates. Generally some form 
of chronic disease is reported by approximately 
40 per cent of the population of the United States 
with about 10 per cent showing some degree of 
activity limitation on that account. This same inci- 
dence is found in New England which, however, 
has the oldest population of any section of the coun- 
try. Ten per cent of New England people are sixty- 
five or over. But New Englanders don't go to bed 
for long when they are sick. The rate for bed- 
disability is 5.3 days per person per year, the lowest 
rate in the nation, And 5.5 days lost from work, per 
person per year, is also the lowest rate in the nation. 
Americans on the average consult a physician five 
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times a year and a dentist 1.5 times a year, but in 
New England physician consultations are compara- 
tively low at 4.3 visits per year, while an incideiice 
of 1.8 dental visits is about average. New Englarid 
is the last bastion of the medical home visit. Sevcn- 
teen per cent of all medical visits here are house 
calls compared with 14 per cent in New York, New 
Jersey, and Pennsylvania, and less than 10 per cent 
in all other regions. 

As cynics have observed before: “there are lies, 
damned lies, and statistics.” In defense of a statisti- 
cal presentation it can be said that at times no other 
method illuminates comparisons so clearly. The 
health statistics of the U.S. National Health Survey 
indicate that the New [England population is older, 
has a unique pattern of chronic disease, goes to bed 
sick for a shorter time interval, loses fewer work 
days from sickness, and consults physicians less 
often than other American regional groups. But 
statistics don't explain why. We prefer to believe 
that New [nglanders are still tough, independent, 
and individualistic. We hope that the high rate of 
hearing loss reported doesn’t mean they didn’t hear 


the questions asked. 


BABIES AND BREADWINNERS 


WW ARE LIVING in an age of slogans and 
“gimmicks” and it is no surprise to learn 
that the United States Public Health Service has 
succumbed to the seductive siren song of the huck- 
sters. A recent pamphlet titled, Babies and Bread- 
winners issued by the USPHS has outlined the 
1961 campaign, designed to stimulate interest in 
the immediate immunization of all individuals 
against poliomyelitis. 

It is now recognized that the well-publicized oral 
vaccines (either Cox or Sabin) will not be available 
in the Rhode Island area before the polio season is 
upon us; consequently we must content ourselves 
with the Salk vaccine which has, we feel, broken the 
back of the polio scourge. 

Again this year the physicians of Rhode Island 
have been asked to help and indeed it is impossible 
for any successful attack to be launched without the 
co-operation of the medical profession. The House 
of Delegates of the Rhode Island Medical Society 


has endorsed the principle that necessary clinics be 
approved by the district component medical society 
in the area in which such clinics are to be held. The 
Rhode Island Department of Health has offered 
free vaccine to all physicians and properly endorsed 
clinics, and the department has set up a Polio 
Advisory Committee which advises with Doctor 
Joseph FE. Cannon, the director. 

Doctor Frank Fratantuono, president of the 
Providence Medical Association, handled the situa- 
tion rather well, we think. He asked for, and readily 
secured, volunteers to help staff clinics in the 
Providence area for two separate weeks. He stated : 
“Once this program is completed, it is the opinion 
of your Association that all Providence residents 
then should seek any further immunizations at the 
offices of their individual physicians.” This prin- 
ciple is basically sound and is applicable on a state- 
wide basis. 











Dollars Today— 
—Doctors Tomorrow 
American Medical Education Foundation 
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EDITORIALS 


ie A RECENT ISSUE of the New York TIMES 
(April 16, 1961) it was reported that ‘‘a vast 
array of complex new regulations governing the 
drug industry have been handed down by the 
government and drug officials complain that con- 
forming to these directives is proving to be a costly 
and difficult business.” It was also reported that 
the problems of the ethical drug industry were 
further compounded by the introduction of sweep- 
ing new legislation by Senator Estes Kefauver of 
Tennessee and Congressman Emanuel Celler of 
New York aimed at “curbing alleged abuses in the 
drug industry.” Senator Kefauver’s bill would 
bring about important changes in the manufacture 
and sale of pharmaceuticals in the United States. 
It provides that new drugs shall be tested by the 
government for their effectiveness in addition to 
their safety. They are presently tested only for 
safety. Drug manufacturers would be licensed and 
their plants more thoroughly inspected. Holders of 
drug patents would be required to license them to 
other manufacturers after three years (fourteen at 
present). In addition, the government would be 
ordered to devise an official list of names of impor- 
tant drugs, thus encouraging doctors to use generic, 
rather than trade names. And finally President 
Kennedy indicated he might through executive 
order act to combat high drug prices “and other 
abuses.” One drug company executive was quoted 
as saying, “We've had a sheltered life for years, 
but we're really in for a bad time now.” 

Recently, moreover, the Federal Food and Drug 
Administration has imposed drastic new regulations 
requiring full disclosure not only of a drug’s indica- 
tions, but also of its demonstrated and potential 
side effects. But these latter regulations appear mild 
in comparison to the proposed new legislation. Al- 
though many of these measures are undoubtedly 
desirable, even overdue in some instances, it would 
appear to us that the net effect will actually be 
further increases in the cost of legitimate drugs. 

In all this sound and fury, however, we detect a 
faint odor of politics, even of hypocrisy. Nowhere 
in all the smokescreen of solicitude for the welfare 
of the public is there a word of concern about the 
manifest abuses of that disgraceful multi-million- 
dollar scourge upon our civilization, the offensive 
and malodorous patent medicine industry. No 
newspaper, no magazine, no commentator, no col- 
umnist, nor any politician has demonstrated the 
backbone to speak out against this vicious parasite 
upon the innocent public or to recommend its dras- 
tic elimination or regulation. Nor does anyone hold- 
ing public office manifest the least interest in the 
continuous extraction of hundreds of millions of 


ARE THEY FIGHTING THE WRONG WAR? 
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dollars annually by the sale of useless and even 
harmful nostrums, promoted shamelessly and offen- 
sively through the press and television. In view of 
the conspiracy of silence in this vital matter we 
can only assume total lack of courage or outright 
venality. 
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REGARDING HYPNOSIS 
A Statement of Position by the American 
Psychiatric Association 
February 15, 1961 

Many inquiries requesting an official opinion of 
the American Psychiatric Association on hypnotic 
therapy have been received from local psychiatric 
and other medical societies and from individual 
members of the Association and others. These in- 
quiries, in general, ask the following questions: Is 
hypnosis an acceptable psychiatric procedure? If so, 
who should teach it? To whom should it be taught? 
hat should be the depth and extent of such teach- 
ing? There can adequate training be secured? 

The following statement of position regarding 
these matters has been prepared by the Committee 
on Therapy of the American Psychiatric Associa- 
tion and is published with the approval of the 
Council of the Association for the information and 
guidance of all concerned, 


Statement 

Hypnosis is a specialized psychiatric procedure 
and as such is an aspect of doctor-patient relation- 
ship. Hypnosis provides an adjunct to research, to 
diagnosis and to treatment in psychiatric practice. 
It is also of some value in other areas of medical 
practice and research. 

Unfortunately, so little is known of the nature of 
the hypnotic state that definitions usually reduce 
themselves to mere descriptions of the various 
manifested phenomena. Few reports of controlled 
experiments into the nature of hypnosis have been 
published. 

Hypnosis is appropriately and properly used in 
the course of therapy only when its employment 
serves therapeutic goals without posing undue risks 
to the patient. With selected patients, it can be used 
for sedative, analgesic and anesthetic purposes ; for 
the relief of apprehension and anxiety; and for 
symptom suppression, It can also be used, but on a 
still more highly selective basis, as an adjunct in 
the treatment of patients with neurotic or psychotic 
illness. 
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Hypnosis or hypnotic treatment, as in any other 
psychiatric procedure, calls for all examinations 
necessary to a proper diagnosis and to the formula- 
tion of the immediate therapeutic needs of the 
patient. The technique of induction of the traiice 
state is by far the least important of the many facets 
of the hypnotic procedure and under no circum- 
stance should it be taught independently. 

Whoever makes use of hypnotic techniques, 
therefore, should have sufficient knowledge of psy- 
chiatry, and particularly psychodynamics, to avoid 
its use in clinical situations where it is contra- 
indicated or even dangerous. Although similar 
dangers attend the improper or inept use of all other 
aspects of the doctor-patient relationship, the nature 
of hypnosis renders its inappropriate use particu- 
larly hazardous. For hypnosis to be used safely, 
even for the relief of pain or for sedation, more than 
a superficial knowledge of the dynamics of human 
motivation is essential. 

Since hypnosis has definite application in the 
various fields of medicine, physicians have recently 
shown increasing interest in hypnosis and have 
turned to psychiatrists for training in hypnosis. 

To be adequate for medical purposes, all courses 
in hypnosis should be given in conjunction with 
recognized medical teaching institutions or teaching 
hospitals, under the auspices of the department of 
psychiatry and in collaboration with those other 
departments which are similarly interested. Al- 
though lectures, demonstrations, seminars, confer- 
ences and discussions are helpful, the basic learning 
experience must derive from closely supervised 
clinical contact with patients. Since such psychi- 
atrically centered courses are virtually non-existent, 
many physicians have enrolled in the inadequate 
brief courses available, which are taught often by 
individuals without medical or psychiatric training. 
These courses have concentrated on hypnotic-trance 
techniques and have neglected or covered psycho- 
dynamics and psychopathology in a superficial or 
stereotyped fashion. 

Proper safeguards for the use of hypnosis are 
vitally important to the patient, to all physicians, 
and to psychiatry as a specialty. In the interest of 
encouraging the safe use of hypnosis, the following 
recommendations are approved. 

Recommendations 


1. Isolated courses limited to the teaching of trance 
induction techniques are strongly disapproved. 


to 


The teaching of hypnosis should take place in 
medical schools and other psychiatric training 
centers that have an interest in the teaching of 
hypnosis. When taught in such a climate, where 
students can acquire adequate knowledge of psy- 
chiatric principles, hypnosis may become a useful 
adjunct to therapy. 
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3. The teaching of hypnosis should be of sufficient 
duration and depth for students to acquire ade- 
quate understanding of its appropriate place in 
relation to other psychiatric treatment modali- 
ties: of its indications and contraindications ; of 
its values and its dangers. Decisions regarding 
the depth and extent of the teaching of hypnosis 
should remain flexible, and should be made by the 
psychiatric departments teaching such courses, 

4, Training in all aspects of hypnosis should be 
made available to physicians and dentists re- 
questing it. 
An expansion of facilities for the teaching of 
hypnosis is needed particularly at the post- 
graduate level. The establishment of post- 
graduate courses in medical schools and other 
teaching centers under the direction of the 
department of psychiatry is recommended. 


7st 


6. Physicians practicing hypnosis should do so only 
in their particular field of medical competence. 
7. The need for continued study of hypnosis and 


for adequate research is emphasized, with par- 
ticular reference to delineating its place in the 
total treatment program. 





GASTROINTESTINAL SURGERY 
concluded from page 352 

When you consider that a large percentage of these 
patients were peritoneoscoped because they were 
considered to be too sick to withstand an explora- 
tory operation, the record is good. Furthermore, 
we have not had any other deaths in the much 
larger series up to the present. 

The procedure has provided the diagnosis in a 
variety of different conditions as shown in Table 9. 
We believe it to be a valuable diagnostic aid in 
highly selected cases. 

This concludes my evaluation of selected gastro- 
intestinal conditions with which we have had per- 
sonal experience, and about which we have devel- 
oped personal opinions. I believe that you will 
agree that many problems in this field still await a 
solution. 


BIBLIOGRAPHY 
‘Shackelford, R. T.; Wood, S. Jr.; and Boitnott, J. K.: 
Primary Sarcomas of the Stomach, Am. J. Surg. 101 :292, 
March 1961 
“McDermott, W. V.; Palazzi, H.; Nardi, G. L.; and 
Mondet, A.: Elective Portal Systemic Shunt: An Anal- 
ysis of 237 Cases. New England J. Med. 264:419, March 
2, 1961 
’Shackelford, R. T., and Marcus, W. Y.: Jejunal Diver- 
ticula — A Cause of Gastro-Intestinal Hemorrhage: A 
Report of Three Cases and Review of the Literature. 
Ann. Surg. 151 :930, June 1960 
‘Shackelford, R. T., and Linn, B. S.: An Evaluation of 
Routine Proctoscopic Examination of Asymptomatic 
Patients Over 40 Years Old. Memphis and Mid-South 
Med. J. 35:271, July 1960 


357 


*Best, R. R., and Rasmussen, J. A.: Sphincter-preserving 
Operations for Cancer of Rectum; Special Reference 
to Incidence and Survival Rates. A.M.A. Arch. Surg. 
72 :948, 1956 

6Waugh, J. M., and Turner, J. C. Jr.: A Study of 298 
Patients with Carcinoma of the Mid-rectum treated by 
Abdomino-perineal resection with Sphincter Preserva- 
tion. Surg., Gyn. and Obst. 107 :777, 1958 





BOOK REVIEW 

STROKE. A Study of Recovery by Douglas 

Ritchie. Doubleday & Co., Inc., Garden City, 

N.Y. 1961. $3.50 

How does a successful man, a man with a prom- 
ising future, react when suddenly he suffers a 
stroke, leaving him speechless and_ paralyzed? 
Douglas Ritchie, a famous commentator for the 
BBC in England, now faces years of indecision, 
pain, and perhaps the most destructive of all, de- 
pression. So many things that had been routinely 
done suddenly became arduous tasks. Yes, he had 
“the abilities of a child and the sensibilities of a 
man,’ as the book so very well phrases it. When 
told by a physician that he must do more than 
exercise his muscles, he turned to writing a diary 
to regain and develop his powers of concentration ; 
the result after three years is StROKE. Yes, Mr. 
Ritchie has indeed written an inspiring book about 
a worthy and courageous subject — himself. 

ANNMARIE SAVONE 
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ANNUAL BUSINESS MEETING 
of the 
RHODE ISLAND MEDICAL SOCIETY 
May 3, 1961 





T HE INSTALLATION of officers and elected com- 
mittees to serve the Society for the Sesqui- 
centennial Year ending in May, 1962, the adoption 
of an amendment to the by-laws to change the 
Committee on Public Relations and Information to 
a five-member committee, and the election of Miss 
Grace E. Dickerman, librarian emerita as an hon- 
orary member of the Society, featured the general 
business meeting held during the 150th annual ses- 
sion, on May 3, 1961. 


Officers Elected 

Doctor Samuel Adelson, Newport surgeon, was 
installed as the 102d president of the Rhode Island 
Medical Society, the nation’s ninth oldest state 
medical association. He succeeded Doctor Earl J. 
Mara of Pawtucket, and he becomes the first New- 
port physician to be elected president of the state 
medical society in a thirty-four-year span. Doctor 
Norman H. McLeod of Newport was elected pres- 
ident in 1927, and in 1943 Doctor Michael H. 
Sullivan, elected vice president, succeeded to the 
presidency upon the death of Doctor Murray S. 
Danforth. 

Others elected by the Society were: Doctor 
Frank I. Matteo, Providence obstetrician, vice 
president; Doctor Arthur E. Hardy, Warwick 
surgeon and formerly secretary of the Society, 
president-elect to succeed Doctor Adelson next 
year ; Doctor Michael DiMaio, Providence intern- 
ist who succeeds Doctor Hardy as secretary ; and 
Doctor J. Murray Beardsley, Providence surgeon, 
who was re-elected treasurer. 

One-time chairman of the Newport Representa- 
tive Council, Doctor Adelson brings to the leader- 
ship of the state medical society long experience in 
medical and civic organization work. A graduate of 
Rogers High School, Tufts College and its medical 
school, Doctor Adelson established his medical 
practice in the city-by-the-sea in 1923. He is senior 
surgeon at Newport Hospital, and in addition to 
the service as president of the Newport County 
Medical Society he has served two terms as vice 
president of the state medical society, and has been 
active for many years on major committees, and 
as a member of the Council and the House of 
Delegates. 


His civic record, in addition to his terms of sery- 
ice with the Representative Council, include assign- 
ments as secretary of the Newport Board of Health, 
medical examiner in Newport County, member of 
the City Charter Commission, and chairman of the 
Newport High School Commission, His club affili- 
ations include Masonic Orders, the Lions Club, and 

‘nai B’rith of which he is a past president. 


Warwick Native President-Elect 


Doctor Arthur E. Hardy, of Warwick, named 
president-elect of the Society, is a native of War- 
wick, a graduate of Warwick High, Brown Univer- 
sity, and Harvard Medical School. After intern- 
ships at Chapin and Rhode Island hospitals, he 
served as resident at the state institutions, and then 
established his private practice in the Edgewood 
section of Warwick. Successively secretary, vice 
president and then president of the Kent County 
Medical Society, Doctor Hardy has also been active 
in state medical affairs with major committees, as a 
member of the Council and House of Delegates, 
and for the past two years as secretary of the state 
medical organization. In addition he has been the 
Society's alternate delegate to the House of Dele- 
gates of the American Medical Association for the 
past eight years. 


Doctor F. I. Matteo Named Vice President 


Doctor Frank I. Matteo, Providence obstetrician 
and gynecologist, was elected to succeed Doctor 
Frank W. Dimmitt as vice president. A native of 
Providence, a graduate of Classical High, Tufts 
and its medical school, Doctor Matteo is a past 
president of the Malpighi Medical Club, and he is 
currently treasurer of the Providence Medical 
Association. 

Doctor Michael DiMaio, of Providence, named 
to succeed Doctor Hardy as secretary of the 
Society, has been a member of the House of Dele- 
gates for many years, and he served as secretary of 
the Providence Medical Association from 1951 until 
1959. He is currently a member of the state board 
of examiners in medicine. He is a native of Provi- 
dence and a graduate of the University of Rhode 
Island and of Johns Hopkins Medical School. 
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Standing Committee Chairmen 

Seven major committees, designated as standing 
committees of the Society whose personnel is 
elected by the House of Delegates, were elected 
with the following as chairmen: Industrial Health, 
Doctor Thomas J. Dolan, of Providence ; Library, 
Doctor Francesco Ronchese, of Providence ; Medi- 
cal Economics, Doctor Stanley D. Simon, of Provi- 
dence; Publications, Doctor Alex M. Burgess, of 
Providence; Public Laws, Doctor F. B. Agnelli, 
of Westerly ; Public Policy and Relations, Doctor 
Samuel Adelson, of Newport; Scientific Work and 
Annual Meeting, Doctor Jesse P. Eddy III, of 
Providence. 


By-Law Change Adopted 
A suggested by-law change proposed by the 
House of Delegates of the Society was adopted by 
the membership at the general meeting without 
dissent. The change was proposed to permit prompt 
action by the officers of the Society as the official 
spokesmen in matters involving the profession and 
the public. Under the new arrangement the pres- 
ident, the president-elect, and the secretary become 
permanent members of the committee, and each 
year the House will elect two additional members 
to serve with these officers. The complete amend- 
ment as adopted is as follows: 
“SECTION 11. PUBLIC POLICY AND RELA- 
TIONS. The Committee on Public Policy and Rela- 
tions shall consist of five (5) members, of whom three 
shall be the president, the president-elect, and the 
secretary of the Rhode Island Medical Society, and two 
members elected by the House of Delegates. The Com- 
mittee shall concern itself with all matters of public 
policy, public relations, and information relative to 
medicine and public health.” 


Miss Dickerman Elected Member 

Miss Grace E. Dickerman, librarian emerita of 
the Society, was elected to honorary membership 
upon recommendation of the Council, and the elec- 
tion won unanimous approval by the members in 
attendance at the general meeting on May 3. 

A native of South Norwalk, Connecticut, Miss 
Dickerman entered the Society’s employ in 1903 
as assistant to Doctor George D. Hersey, then 
librarian, and she had charge of the medical 
volumes of the Society that were stored at the 
Providence Public Library. When the Society 
acquired its own building on Francis Street, Miss 
Dickerman became acting librarian, and_ later 
librarian upon the death of Doctor Hersey. She 
held the post until her retirement to the status of 
librarian emerita in 1945, 

In 1953, the Rhode Island Medical Society con- 
ferred a special citation to Miss Dickerman in rec- 
ognition of her half century of outstanding service 
to the medical profession. Her election to honorary 
membership was announced at the annual dinner 
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May 3 by Doctor Earl J. Mara, president. A framed 
membership certificate was accepted for the 
Society's newest member by Mrs. David DeJong, 
current librarian, as Miss Dickerman was unable 
to be in attendance at the session. 

In addition to the membership award the Society 
also presented Miss Dickerman with a television. 
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Blue Shield Plans Business Meeting 
Actions Far Reaching 

The 1961 annual business meeting of the Blue 
Shield Plans held in Chicago, April 16-18, was one 
of the most active and progressive sessions ever 
held, according to NEWSLETTER, official publication 
of the Association, and it was marked by a series of 
developments which will undoubtedly have a tre- 
mendous effect upon the future of Blue Shield. 

Primary among these developments was_ the 
adoption of a proposal which, when implemented, 
will enable Blue Shield Plans to offer an entirely 
new uniform program on a national basis. This new 
Blue Shield program is one of the most significant 
achievements in the history of Blue Shield and will 
equip the organization to compete with full effec- 
tiveness for the first time in the enrollment of com- 
panies whose operations and employees are located 
in widely separated areas across the nation. 

The most important aspect of the new program 
is the method developed to establish the payments 
for covered services to be provided. This method 
was arrived at by means of an exhaustive analysis 
of all existing Blue Shield benefit payments to 
determine a means of deriving benefit schedules 
that would be applicable on a nationwide basis. The 
study ultimately produced a method of devising 
benefit schedules adaptable to local administration 
and prevailing local costs in any number of Blue 
Shield Plans anywhere in the country. 

The new nationwide program, when made avail- 
able, will supplement existing Blue Shield offerings 
for local groups and will in no way conflict with 
local Plan operations. On the contrary, the program 
will simply extend the capability of individual Plans 
to serve national accounts on a more competitive 
and realistic basis than is presently possible under 
the more or less inflexible system of attempting to 
fit varying local programs to a situation in which 
uniformity is essential. 

The new Blue Shield program is a progressive 
move forward, NEWSLETTER maintains, which will 
enable Blue Shield to meet in a dramatic fashion a 


growing demand among national employers for 
better forms of health benefits coverage. 


Social Security Facts and Figures 

The Social Security Administration issued a 
news release on March 20 which shows that the 
Old Age and Survivors Insurance Trust Fund 
continues to squeak at the seams.... The release 
stated that in 1959, the OAST program operated at 
a deficit of $1.7 billion, which reduced the OASI 
Trust Fund from $21.8 billion to $20.1 billion. ... 
It was then pointed out that in 1960, the program 
operated at a surplus of $184 million, and that in 
1961 a surplus of $18 million is expected... . The 
surplus in 1960 occurred because the social security 
tax was upped to 6% (3% employee, 3% employer ) 
last year.... What the release did not point out 
although figures accompanying the release did, was 
that the fund would again have a deficit year in 
1962 to the tune of $407 million. ... The 1962 defi- 
cit would bring the trust fund below the $20 billion 
mark —- this from an all-time high in 1956 of $22.5 
billion... . 2 And these projections are made on the 
premise that Congress will not increase social 
security benefits. 

It is interesting to note that from 1958 to 1960, 
the Trust Fund declined at a rate of $800 million a 
year.... Previously, Robert J. Myers, chief actu- 
ary for the Social Security Administration, had 
estimated a lowest average decline from 1958-65 of 
$300 million a year.... Thus, while 1959-60 were 
fair employment years, the fund declined faster 
than Myers’ lowest estimate. ... Now, if the Social 
Security Administration is again estimating a defi- 
cit in 1962, the figures are falling far below Myers’ 
most pessimistic forecast of 1958....The Social 
Security Administration maintains that the Trust 
Fund will increase beginning in 1963 when another 
boost in the tax is scheduled. 


Unions Campaign to Organize Federal Employees 
Harry J. Lambeth, in his column on_ the 


Washington Labor Whirl for the U.S. Chamber of 


Commerce reports that if the old saying, “Where 
continued on page 3062 
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Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


RICHARDSON SPRINGS, CALIFORNIA 
Sunday, June 11, 1961 
Richardson’s Mineral Springs 


SPRINGFIELD, MASSACHUSETTS 
Wednesday, June 14, 1961 
The Schine Inn 


CHEYENNE, WYOMING 
Monday, July 24, 1961 
The Plains Hotel 


McALESTER, OKLAHOMA 
Saturday, July 29, 1961 
The Aldridge Hotel 


SEATTLE, WASHINGTON 
Saturday, August 5, 1961 
The Olympic Hotel 


KANSAS CITY, KANSAS 
Friday, September 15, 1961 
Battenfeld Memorial Auditorium 


TOLEDO, OHIO 
Thursday, September 28, 1961 
The Commodore Perry Hotel 


WICHITA, KANSAS 
Wednesday, October 4, 1961 
The Broadview Hotel 


TRAVERSE CITY, MICHIGAN 
Friday, October 13, 1961 
The Park Place Hotel 


PEORIA, ILLINOIS 
Thursday, October 26, 1961 
The Hotel Pere Marquette 


PROVIDENCE, RHODE ISLAND 
Wednesday, November 1, 1961 
The Colony Motor Hotel 


HARRISBURG, PENNSYLVANIA 
Thursday, November 9, 1961 
The Penn Harris Hotel 


JACKSONVILLE, FLORIDA 
Sunday, November 12, 1961 
The Robert Meyer Hotel 


ALLENTOWN, PENNSYLVANIA 
Wednesday, November 15, 1961 
The Americas Hotel 


ED LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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there’s smoke, there’s fire,” has merit, keep an eye 
on the union campaign to organize more federal 
employees and finally force the United States gov- 
ernment to bargain with the AFL-CIO. 

Union officials know the difficulty of getting 
Congress to pass legislation requiring the govern- 
ment to recognize employee unions as the exclusive 
bargaining agent for all federal employees. They 
have pinned their hopes on persuading President 
Kennedy to issue an executive order requiring 
government departments to bargain. Once this is 
achieved, the unions will demand a check-off con- 
tract clause whereby the American taxpayers will 
be paying the cost of collecting union dues. The 
WASHINGTON Star has reported that a prelimi- 
nary draft of an executive order is now being circu- 
lated among officials of the Labor department and 
the Civil Service Commission. 

At the moment no union boss would dare ask the 
right to strike, but this can be expected later. The 
old ery of “discrimination” and “‘why can’t we have 
the rights other unions have” will be pushed at 
every opportunity. Back in 1937, however, Presi- 
dent Roosevelt told the National Federation of 
Federal Employees that “government employees 
should realize that the process of collective bar- 
gaining ...can’t be transplanted into the public 
service.” 

Meantime the government unions are pushing 
their organization drive. Since February, they 
claim to have rounded up 2,000 new members in 
\Vashington. 


Deadly Reckoning 

Compilations by the Travelers Insurance Com- 
panies show that persons killed last year in highway 
accidents which were blamed on excessive speed 
totaled 10,970 as compared with 12,980 in 1959. 
This report is included in the safety booklet pub- 
lished annually by the Travelers since 1931 and 
distributed to more than 3.3 million persons. 

“Citizens organizations throughout the country 
should take heart in these figures,” said J. Doyle 
DeWitt, president of the Travelers. “This decrease 
in deaths-due-to-speed is even more significant 
when you realize that it came in a year when high- 
way accidents actually killed 400 more people than 
a year ago.” 

The Travelers president pointed out that speed 
has long been blamed as “the number one killer on 
our highways.” 

“Even with the improved speed record last year,” 
Mr. DeWitt said, “speed was listed as the primary 
cause of accidents which accounted to 36.1 per cent 
of the total deaths. As for injuries, the record was 
not as good. They increased nearly 100,000 with 
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more than 1,000,000 blamed on speed during the 
year.” 


Health Plans Cover Long Hospital Stays 

Hospital expense provisions of new group health 
insurance policies now most commonly provide 
daily hospital room-and-board benefits of $15 or 
more, and maximum hospital stays of more than 
two months, the Health Insurance Institute re- 
ported recently. 

The Institute said its report was based on an 
analysis of data supplied by insurance companies 
which were responsible for 68 per cent of the total 
group health insurance premiums in the United 
States in 1959. The data sampling consisted of 
some 1,400 new group hospital expense policies 
issued during 1960 protecting more than 170,000 
employees and most of their families. 

These hospital expense coverages provided more 
than half the employees (54 per cent) with daily 
hospital room-and-board benefits of at least $15, 
said the Institute. About three out of every ten 
workers had daily room-and-board benefits of $18 
or more, and one out of four employees had benefits 
of $11 to $14 a day, the Institute stated. 

It was pointed out by the Institute that hospital 
rates vary greatly by area, reflecting living costs in 
local communities and the range of services 
provided. 

This was borne out, said the Institute, by a 
survey in 1959 which showed that the average 
charge for a bed in a two-bed semi-private room 
was $25.40 in Los Angeles, and $14.44 in Dallas. 
Thus, a policy with a $10 benefit in Dallas could 
actually cover more of the room-and-board portion 
of a hospital bill than a policy with a $20 benefit in 
Los Angeles, the HII declared. 

When it came to duration of hospital stay, said 
the Institute, the group hospital expense coverages 
issued last year provided maximum stays of 31 days 
or more to 99 per cent of the employees. 

Some 56 per cent of the workers had available 
maximum stays of 70 days or more, while some 
20 per cent had maximums of 120 days or more. 
Other maximum stays were for 150 days, 180 days 
and 365 days. Some of the policies did not specify 
a maximum stay but instead had an over-all limit 
on the combined amount payable for both room- 
and-board and miscellaneous hospital services. 


New Radio-Electrocardiograph 
Instrument Developed 

An offshoot of the United States’ successful 
Astronaut program is expected to provide a major 
breakthrough in the diagnosis of cardiac disorders, 
it was revealed at the tenth Annual Convention of 
the American College of Cardiology held in New 
York last month. 

Physicians at the meeting saw demonstrations of 
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a new, simplified radio-electrocardiograph system 
which, for the first time, makes practical the taking 
of electrocardiograms in doctors’ offices or hospi- 
tals while patients are exercising. 

The new instrument consists of a pocket-sized 
transmitter which broadcasts a patient’s heartbeats 
to a receiver, as far as 500 feet away. The receiver 
relays the information to an oscilloscope, electro- 
cardiogram recording machine or tape recorder for 
medical interpretation. 

The lack of any connective wiring between the 
patient and the recording instrumients permits free- 
dom of movement prohibited with previous EKG 
equipment. 


Retired Federal Employees Enrolled 
in Health Benefits Plan 

The Civil Service Commission has tabulated the 
preliminary results of the enrollment under the 
Retired Federal Employees Health Benefits 
Program. 

Under this program, the government contributes 
toward the cost of an annuitant’s health benefits 
coverage $6 a month for a family enrollment and 
$3 a month for a self-only enrollment. If an annui- 
tant elects to continue in a qualified private health 
insurance plan, the government contribution will 
be added to his annuity check to help him pay the 
cost of that coverage. If the annuitant elects to 
enroll in the Uniform Plan, for which the Commis- 
sion is contracting with the Aetna Life Insurance 
Company, the contribution will go to help pay for 
the cost of that coverage, with the annuitant’s share 
of the cost being deducted from his monthly annu- 
ity check. 

The preliminary results show that 126,000 annu- 
itants elected to enroll in the Uniform Plan. Of 
these, 68,000 enrolled for self-only and 58,000 took 
family enrollments. A further breakdown of these 
elections shows the type of coverage chosen under 
the Uniform Plan: 

Self Only 





Basic Coverage ....-ccccccsccsecsecne . 24,000 

Major Medical Coverage 14,000 

Basic Plus Major Medical ....0..0..0..0.0.0000. 30,000 
Family 

ST Ta ATO 30,000 

Major Medical Coverage ...........:cccccn 11,000 

Basic Plus Major Medical .......00.0....00000. 17,000 


Some 91,000 annuitants elected to have the gov- 
ernment contribution added to their annuity checks 
to help pay for coverage with private plans. Of 
these, 38,000 claimed the $3 government contribu- 
tion for self-only enrollment and 53,000 claimed the 
$6 a month for family enrollment. 


Over 36,000 annuitants elected not to participate 
in the program at this time. 
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Coverage for those annuitants who elected to 
participate in the program will begin on July 1. 
However, under its regulations the Commission 
will continue to accept enrollments indefinitely 
from those annuitants who have not yet elected. A 
late election will not become effective until the first 
day of the fourth month following the one in which 
it is received. 


Medical Technology Degree Program Established 

The first medical technology degree program in 
New England was established this year at North- 
eastern University in Boston. The program is the 
only one in the nation that is not in a medical school, 
according to Doctor Nathan W. Riser, chairman of 
the University’s biology department, as reported in 
a report issued by the New England Board of 
Higher Education. 

The curriculum combines two full years of train- 
ing in medical technology at the New England 
Deaconess Hospital with academic work necessary 
for the Bachelor’s degree. The program is a co- 
operative one, with the student alternating periods 
of classwork with paid hospital experience. 


Hospital Charges Average $15 to $20 Per Day 
Across the Nation 

Charges for basic hospital services — room, 
board, routine nursing care and minor supplies — 
average from $15 to $20 a day in hospitals across 
the nation, a new American Hospital Association 
survey has shown. 

Rates vary widely according to type of accommo- 
dation, hospital size, and ownership, and geo- 
graphic area. More than half of all beds (54 per 
cent) are in accommodations within the range of 
$12 to $20 per day ; an additional 27 per cent from 
$20 to $28. Fifteen per cent are below $12 and 
only 4 per cent are $28 or over. 

The new survey, Daily Service Charges in 
Hospitals, 1960, deals with figures obtained from 
4,692 short-term nonfederal hospitals, 94 per cent 
of 5,455 such hospitals listed by the AHA. The 
hospitals have 543,758 beds. 

The new survey, an outgrowth of earlier “room 
rate’’ surveys conducted by the Association, is 
more accurate and specific than previous studies. 
It will provide a new benchmark for comparisons of 
charges in future years, the report said. 

Although figures in the new survey cannot really 
be compared with figures in the earlier ones, a 
general increase in average charges was noted. The 
report said this increase “‘probably reflects not only 
rising hospital costs but also a trend toward a more 
realistic balance between charges for routine daily 
services and unit charges for special services.” 

Ninety, or 2 per cent, of the 4,692 hospitals use 
inclusive rate systems with a single charge covering 


both routine daily services and special services. 
concluded on next page 
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Three geographic areas — New York City, Cleve- 
land and California — accounted for 54, or 60 per 
cent, of these inclusive rate hospitals. 

Average daily charges for all hospitals, accord- 
ing to accommodation, were as follows: single-bed, 
$20; two-bed, $17.50; three-bed, $16; four-bed, 
$15.80; five-bed, $15, and six or more-bed, $15.10. 

The total beds in two-bed accommodations 
accounted for nearly 44 per cent of all beds in the 
surveyed hospitals, a far greater proportion than in 
any other category. 

The proportion of two-bed accommodations was 
greatest in the East North Central, West North 
Central, and Mountain areas. In single beds, the 
West South Central states led with 38 per cent of 
their beds in single-bed rooms. 

The proportion of beds in accommodations with 
six or more beds was sharply higher in the New 
England and Middle Atlantic regions, in hospitals 
of 500 beds or more, and in hospitals under state, 
city and county auspices. 

Geographically, the highest average charge for 
all accommodations was found in the Pacific region, 
with New England a close second ; the lowest aver- 
ages were in the West South Central states. 

Among hospitals classified by number of beds, 
there was a steady and marked increase in average 
charges with increasing size of hospitals for three 
categories : single-bed, from $13 in hospitals of less 
than 25 beds to $24.50 in hospitals with 500 or 
more beds; two-bed, from $12.40 to $19.20, and 
four-bed, from $11.90 to $18.70. 
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Bigger VA General Hospitals Planned 

Major changes in hospital design will be incor- 
porated in the Veterans Administration’s twelve- 
year, $900,000,000 program for modernization and 
replacement of its obsolescent hospitals, the \A 
chief medical director, Doctor William S. Middle- 
ton, stated recently. 

Doctor Middleton said the changes will result 
from progress in care of patients with tuberculosis 
and psychiatric illness and from the increasing 
application of automation in medicine. 

The trend is away from special hospitals for 
psychiatric and tuberculous patients and toward the 
general hospital which can care for these patients as 
well as general medical and surgical patients. 

VA has already converted nine of the agency’s 
TB hospitals to general medical and surgical use, 
and units for treatment of patients with chronic 
nontuberculous pulmonary disease have been incor- 
porated into the planning for VA hospitals. 

Doctor Middleton said the large psychiatric hos- 
pital with its dormitories is a “relic of the past,” and 
even the presently-projected 1,000-bed hospitals 
for the mentally ill appear unwieldy. 

“Psychiatric units are being planned for VA 
general medical, surgical, and neurological hos- 
pitals, and units of medical, surgical, and neurologic 
beds are being incorporated in VA_ psychiatric 
hospitals,” he said. 





oca-Cola, too, has its place 
in a well balanced diet. As a 
pure, wholesome drink, it 
provides a bit of quick energy.. 
brings you back refreshed after 
work or play. It contributes to 
good health by providing a 
pleasurable moment’s pause 
from the pace of a busy day. 
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BOOK REVIEWS 





SURGERY IN WORLD WAR II. THE 
PHYSIOLOGIC EFFECTS OF WOUNDS 
by The Board for the Study of the Severely 
Wounded, North African-Mediterranean Thea- 
ter of Operations. Medical Department, United 
States Army. Wash., 1952. $3.50 
This is a unique book for a number of reasons. 

Several of the members of the Board are well known 

to doctors in this area, namely the late Tracy B. 

Mallory (chairman), Henry K. Beecher, and 

Fiorindo Simeone. It is one of several volumes that 

make up the monumental work, SURGERY IN WoRLD 

War II, produced by the Historical Section, Army 

Medical Service. Truly, this collection of medical 

knowledge is unparalleled among recent works, and 

the whole profession can feel fortunate that such 
material is available. Who else but the army could 
collect such an array of talent and share the fruits 
so generously ? For those unable to read the whole 

series, it is suggested that this book be read as a 

companion to GENERAL SURGERY IN WorLD WaR 

II, Vor. IT. 

The introduction was written by Edward 
Churchill. It is an excellent summation of the devel- 
opment of surgical experience through World 
War II, and of the way that evidence was accumu- 
lated to bring about radical changes in concepts 
born during World War I and later. At the begin- 
ning of the war, the National Research Council 
advised that plasma be used as the primary fluid for 
the treatment of shock. The North African Cam- 
paign was barely over before it was realized that the 
emphasis should have been on whole blood. Simi- 
larly, the ideas about shock that were inherited 
from World War I were largely altered and much 
confusion and error eliminated. This came about 
through the work of the resuscitation teams that 
were organized to prepare the wounded for surgery. 
Resuscitation thus became the means of bringing 
the entire care of the wounded into perspective. . . . 
“Surgery is not only the goal, but in itself is a part 
of resuscitation,” said Beecher. 

The accumulating experience thus created a need 
for organization. It was known that much of World 
War I knowledge was lost because it had never 
been properly recorded. This must not happen 
again. About January, 1944, John D. Stewart (Lt. 
Col.) made arrangements with others for a small 





mobile laboratory to be set up near the 11th Field 
Hospital in Italy. Its purpose was to study by 
formal biochemical means certain aspects of shock, 
hemorrhage, and dehydration. Other important 
work was being done about the same time by 
Beecher and Burnett at the 94th Evacuation Hos- 
pital. These investigations pointed up the need for 
a formally organized group with the specific pur- 
pose of studying the severely wounded. Thus in 
September, 1944, a Medical Board to Study the 
Treatment of the Severely Wounded was formally 
established. This monograph is the result of this 
study. 

The external violence of wounding agents was 
well known, but the internal state of the severely 
wounded man was not. The general effect on the 
entire physiological state was to be investigated. 
Only the severely wounded, studied as early as 
possible and as close to the locale of wounding as 
feasible, were admitted for study. This was done 
without interfering with the regular care of the 
wounded or the tactical situation. All conditions 
were not perfect for the study, but well-documented 
facts from the 186 men studied were utilized. 


The research involved a general evaluation of the 
physiological state, with special attention to the 
liver and general pathology. Over half the book is 
devoted to the kidney in “shock,” including the 
diagnosis and treatment of lower nephron nephro- 
sis, pigment mobilization by the kidney, and the 
crush syndrome. 

Obviously much of this book is a massive com- 
pilation of data which is presented in chart and 
diagram form. But these charts are very direct and 
easy to comprehend. The prose is, as it should be, 
“the ordinary language of doctors,” and it is smooth 


‘reading. Summaries and conclusions end each 


chapter. 

It is a book well-worth reading for all physicians. 
It is basic medicine, well organized, from a source 
that is rarely available. We owe a debt of gratitude 
to these men, but more so to the United States 
Army, which made it all possible. The National 
Research Council at the beginning of the war had 
actually recommended such a study, but had sug- 
gested that it be done by men freed of the duties of 


army officers. Instead, as Churchill writes: “They 
continued on next page 














366 


were not a group that merely worked in the army, 
they were of the army.” 
RAYMOND N. MACANDREW, M.D. 


OFFICE GASTROENTEROLOGY by Albert 
F. R. Andresen, m.p. W. B. Saunders Co., Phil., 
1958. $14.00 


Doctor Andresen presents in his volume a good 
deal of common sense advice on the gastrointestinal 
tract which is unusual for a book of this type. All 
the practical help and assistance he offers comes 
from his personal experience of over forty years of 
teaching and clinical practice. He describes the 
general concepts of gastrointestinal physiology, 


pathology, and treatment. Then he considers in 
detail three types of gastrointestinal disease: 
1. Those which may affect any part or all of the 
gastrointestinal tract; 2. Those which affect only 
an individual part; and 3. Those which originate 
elsewhere but produce gastrointestinal symptoms or 
lesions. Under each disease physiologic indications 
for treatment are discussed and treatment is speci- 
fically outlined. 

Nutritional needs and the effects of foods on 
gastrointestinal functions are outlined. The effects 
of indiscriminate use of drugs are pointed out. The 
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indication and need for X-ray and laboratory studies 
are discussed with good perspective. Also, the ini- 
cations for surgery and some of the complications 
resulting from surgery are presented. 

It is felt that Doctor Andresen has compiled 
much practical and usable information of equal 
value for the student, general practitioner, and in- 
ternist. His thoughts are presented clearly and 
concisely. This volume should find a convenient 
place on the bookshelf of the busy physician. 


ExLruu S. W , JR., M.D. 


THE GENTLE LEGIONS by Richard Carter. 
Doubleday & Company, Inc., Garden City, N.Y., 
1961. $4.50 
THE GENTLE LeEGioNs is a book which is both 

good and bad, with the bad outweighing the good. 

It is an interesting and engaging work for the first 

two-thirds. After that, because the author is carried 

away by his dislike of private enterprise, he becomes 

a poor reporter. 

He begins well with a style both witty and charm- 
ing, as he reports the backgrounds, purposes, and 
mechanics of the Red Cross, National Tuberculosis 
Association, American Heart Association, National 
Foundation for Infantile Paralysis, American Can- 
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cer Society, and others. Many questions are an- 
swered, and it seems to me that these voluntary 
health organizations are reported in general with 
fairness and clarity. So much for the first two thirds 
of THE GENTLE LEGIONS. 

During the last third he really winds up and takes 
off in a bitter attack against the United Fund. Ba- 
sically, he seems to feel that the Red Cross and other 
independent and voluntary health agencies which 
are ona relatively small scale, are permissible. How- 
ever, according to the author, if a large scale effort 
is to be made to help many health and welfare 
agencies it should not be a united voluntary move- 
ment by individual Americans. It should be done 
only by the government — that is his preconceived 
conclusion. 

He does not think much of private enterprise... 
in fact, he seems to dislike it intensely, especially if 
government is subservient to it. As a result, in 
reporting on the United Fund movement he writes 
from his own feelings, without documentation or 
specific references and proof. 

Here is a book that starts out a winner and ends 
up a loser. 

JoHN A. DILLON, M.D. 
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TENDON TRANSFERS IN ULNAR NERVE 
INJURIES by Armand D. Versaci. Plast. & 
Reconstruct. Surg. 26:500, 1960 


Ulnar-nerve severance destroys the innervation 
to the intrinsic muscles of the hand, robbing it of its 
ability to perform the refined motions so necessary 
to the artisan and the skilled worker. The typical 
hand in ulnar palsy exhibits clawing of the ring and 
little fingers, loss of lateral finger motions, weakness 
of pinch and flattening of the transverse palmar 
arch. In high nerve lesions, terminal phalangeal 
flexion of the ring and little fingers may be affected. 

Since the loss of motion varies with the pattern of 
innervation in any particular case, it is imperative 
to appraise the injury in terms of specific functional 
losses. Specific losses not recovered after otherwise 
successful re-innervation of the intrinsic muscles 
can be restored by tendon transfers. When definitive 
nerve repair is either unsuccessful or unduly pro- 
longed, tendon transfers offer an immediate and 
functionally desirable solution to the problem. The 
most important intrinsic motions can be restored 
successfully without jeopardizing the basic attri- 
butes of the hand. The specific losses are considered 
individually, and tendon transfers for their correc- 
tion suggested. 
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ANNUAL NARRATIVE REPORT 
of the 
WOMAN’S AUXILIARY OF THE RHODE ISLAND MEDICAL SOCIETY 
1960 — 1961 


Mrs. RICHARD RICE, PRESIDENT, 1960-61 





i ees Wom an’s Auxitary to the Rhode Island 
Medical Society has in every field of endeavor 
followed this year’s theme advanced by our national 
president, Mrs. William Mackersie, Accent Service 
to Preserve and Enhance the Heritage of American 
Medicine. Each state has a situation peculiar unto 
itself, and, of course, governs its particular activi- 
ties according to the needs and policies of its medi- 
cal society. In so doing, we, at the close of another 
year, although a small state, feel the satisfaction of 
a big job well done. Statistically, to cover all re- 
quired activities, we report the following : 

A.M.E.F. Fach organized county in Rhode 
Island raised money for this purpose. The state, by 
means of its annual dinner dance, covered the esti- 
mated donation. Individual use of the utility cards, 
plus the use of A.M.E.F. corsages, have us well 
over the estimated amount raised. Most important 
was the enthusiasm and response shown by the 
counties to the request of the state president for 
at least one ‘Fun-Fund-Raising Activity” for 
A.M.E.F. At our annual meeting Kent County 
received a certificate of merit for the largest amount 
donated and for 100% contribution. Our state 
A.M.E.F. chairman arranged to have a display at 
our annual meeting. Material sent from the national 
society was used and was quite effective. The total 
sum to be donated this year is not complete, but to 
date we have raised $450.00. 


Bulletin 

Our state Bulletin chairman at the first Board 
meeting collects money for subscriptions to the 
Bulletin. It is required that all state Board mem- 
bers subscribe. The county officers this year have 
been advised to do likewise. A new county just 
organized is striving for 100% subscription. The 
information derived from this booklet is absolutely 
beneficial to those in office and it would be well to 
require all members to subscribe. 

On the state and county level we enjoy close 
relationship and co-operation with the Medical 
Society. We have three medical advisers and meet 
with them when necessary for advice. Our Auxil- 
iary donates to the State Medical Society Benevo- 
lent Fund. Space is provided for us at the Medical 
Library for Auxiliary records and files and secre- 





tarial work such as announcements, fliers, etc. Our 
state program chairman has adhered closely to the 
policy of having both informative and entertaining 
programs planned for all meetings. Lectures by our 
own doctors, the use of films from National, plus 
the use of the skit Four for Bridge have been useful. 
Working closely with Hospitality and Membership 
chairmen,a very good attendance has been achieved. 
A summary of the various programs used by the 
counties was made and sent to the Eastern Regional 
program chairman, Mrs. George Ross, at her re- 
quest, that she might have a display for the National 
Convention in June. We have found that a good 
program with membership participation (Skits and 
Fashion Shows, etc.) draws the most response and 
then with the captive audience, the more serious 
messages from Medicine can be included. 

In response to a request for aid at the Diabetic 
‘air, sponsored by the Providence Medical Society, 
the state Auxiliary supplied nineteen volunteers to 
work at Pawtucket Memorial Hospital on Novem- 
ber 16, 1960. Approximately 100 hours’ work was 
given by these already busy doctors’ wives. Work- 
ing with the State Industrial Nurse director, our 
girls prepared ten thousand dri-paks to be distrib- 
uted to factories for diabetic detection. 


Safety 

Early in the year our state president and safety 
chairman attended a planning session for a state 
conference on June 2, 1960, on Traffic Safety. Our 
state chairman, Mrs. Alexander Jaworski, was 
chosen to be secretary to this group. As an out- 
growth of the Regional Traffic Safety Conference 
held in New York last fall, the Woman’s Auxiliary 
to the Rhode Island Medical Society, working in 
conjunction with other women’s organizations, 
planned a conference of Women’s and Parents’ 
organizations on Traffic Safety which was held at 
the Sheraton-Biltmore Hotel in Providence on 
Monday, September 26, 1960. This was in co- 
operation with the Rhode Island Council on High- 
way Safety. 

The program had been planned to inform the 
organization members of the scope of the traffic 
accident problem, the need for traffic safety and 
what organizations can do about it. A guide for 
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community action developed by the National Safety 
Council and the Rhode Island Council on Highway 
Safety was presented. 

The day’s schedule began with registration at 
9:00 A.M. A message from Governor Del Sesto 
was read at the start of the general session at 
10:00 a.m. After a noon luncheon, there were four 
workshops at the afternoon session to complete 
the program. 

Representing our Auxiliary was our safety 
chairman and secretary to this conference, Mrs. 
Alexander Jaworski, and our president, Mrs. 
Richard Rice, and her guest, Mrs. Joseph Chatigny, 
Eastern Regional Safety chairman. We were also 
represented at the Fifth Annual Governor’s Con- 
ference on Traffic Safety on December 5, 1960, by 
our president-elect, Mrs. J. O’Brien. Our Safety 
chairman has been responsible for the presentation 
of safety programs to twenty-four organizations 
including hospital auxiliaries and P.T.A. groups. 
Aids used were “gem-packets, slides, lurking haz- 
ards in the home,” posters regarding water safety 
(skiers and within boats ), also posters concerning 
safety in the home (fire prevention, etc. ) have been 
used. Because our state chairman of Safety is also 
president of two P.T.A. groups, excellent use of 
this material has been made — to say nothing of 
her TV appearance to be mentioned later. 

This takes us into the field of voluntary service 
and philanthropic work in which our members are 
always actively engaged. A very nice example was 
voiced by the representative of one of our unorgan- 
ized counties: “Lest you think we are completely 
idle down here — Dale Smith is chairman of the 
Barrington Cancer Crusade and I am residential 
gifts chairman. I mention this only because I think 
you should know that it is almost an overwhelming 
job lining up all the people we need to help us. I 
have over 200 in my part of it, and the doctors’ 
wives responded just about 100% when I called 
them. I was really proud!” (Dale incidentally is 
editor of our state publication NEWSLETTER. ) 
There are members-at-large, as in every other state, 
busily engaged in all kinds of volunteer work. The 
scope is really too vast to elaborate on. 

We are proud of a member, Mrs. Russell R. 
Hunt, elected Rhode Island Mother of the Year 
for 1961. Our Auxiliary was proud to be repre- 
sented at a luncheon in her honor on April 28, 1961. 

Publicity — which we have not sought but have 
used as a means for better public relations, has been 
done in the usual manner, but with greater empha- 
sis on television. A very special program was car- 
ried out this year by our Community Service chair- 
man. Most of our important committees worked 
with the corresponding committee chairman from 
the Medical Society to further the cause of good 
public relations and inform the public of the aims 


and accomplishments and purpose of our Medical 
Society. Community service, a joint endeavor, cer- 
tainly came to be when, through the courtesy of a 
state TV station, a public service TV series was 
presented on six half-hour morning spots in 
November. Judging by the verbal and written 
response, both to the station and to Auxiliary mem- 
bers, the project was well received by the public, 
indicating a good job had been done. We felt that 
TV is an invaluable vehicle for educating the public 
on health subjects as well as improving the doctor 
image in the eyes of the public. 

1. Civil Defense —state Auxiliary CD chairman 
discussed home and family preparedness, using 
many booklets obtained through our state OCDM 
and table-top exhibits of home shelters obtained 
from our OCDM Region 1. A booklet on SHELTERS 
AND EQUIPMENT was sent out free in answer to all 
requests. A physician from the State Department 
of Health discussed Emergency Medical Prepared- 
ness in Rhode Island. The two worked together 
beautifully. 

2. Mental Health—state Auxiliary Mental 
Health chairman and her husband, a psychiatrist, 
discussed facilities in Rhode Island and suggestions 
for maintaining good mental health, or preventing 
mental illness. 

3. Safety — state Auxiliary Safety chairman 
discussed home, family and water safety, using a 
GEMS packet from National, and the home acci- 
dent picture given out at Chicago Conference 
(Southern Union Gas Co.) Water Safety infor- 
mation from Red Cross. Also Safety slides used in 
P.T.A. talks, etc. The head of the Rhode Island 
Hospital Poison Control Center talked on this and 
used slides. 





continued on next page 
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Mrs. James P. O’Brien, new president of the Woman’s 
Auxiliary of the Rhode Island Medical Society, accepts 
the gavel from retiring president, Mrs. Richard Rice. 
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4. Problems of the Aging—hostessed by an 
Auxiliary member who is a former medical social 
worker. A physician specializing in geriatrics 
talked of the medical problems, and a staff con- 
sultant of the Rhode Island Council of Community 
Services presented the social and economic aspects. 
Our Auxiliary member offered the free booklet 
Medicine's Blueprint for the New Era of the Aging 
to write-ins. 

5. Health Careers — Auxiliary members (med- 
ical technician, social worker, occupational thera- 
pist, dietitian, physical therapist) led by the 
Careers chairman discussed their specialties, 
showed pictures, and gave brief résumés. The 
chairman told of the Auxiliary Scholarships and 
others available. 

6. Community Health — state Auxiliary chair- 
man talked of TopAy’s Hratru, showing sample 
copies, and the value of periodic checkups and 
keeping health records and getting to know your 
doctor. She used many booklets pertaining to these 
subjects from A.M.A. and offered free the indi- 
vidual A.M.A. Health Information card and the 
A.M.A. Your Famity Hearty Recorp booklet. 
She also used health posters to show the value of 
starting health education early. 

One physician reported on the Medical Society- 
sponsored Diabetic Fair. Another reported on facts 
and lessons learned during last summer's polio 
epidemic. These shows received the full approval 
of the Rhode Island Medical Society. Mental 
Health and Civil Defense were rerun on a Sunday 
morning (originals were all weekdays ) and Careers 
was requested by several high schools and Com- 
munity Health by hospitals for reruns, but unfor- 
tunately had been erased. They were all taped 
shows, but run through without rehearsals to give 
spontaneity to the shows. 

It was generally felt that a definite public service 
was rendered and it was termed an “outstanding 
show by the TV station.” As a result our Medical 
Society gained in good pubiic relations. Our Com- 
munity Service chairman has been authorized this 
year to represent our Auxiliary at the monthly 
meetings of the Rhode Island Council of Com- 
munity Services, Inc. 


Mental Health 

3esides taking part in our TV series, our State 
Mental Health chairman arranged for our Board 
meeting and coffee hour at Butler Health Center, 
a leading psychiatric hospital in this state. This was 
followed by a tour conducted by the nursing service 
and was open to all Auxiliary members and inter- 
ested friends. Our Auxiliary is represented at 
Mental Health Conferences, Butler Hospital Aux- 
iliary, Charles V. Chapin Hospital and has con- 
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tributed volunteer services by individuals as \ el] 
as donating phonograph records, literature, mava- 
zines, etc., as the need arises. An ever-increasing 
demand for volunteers is being realized and should 
pose a challenge to our members for increased sery- 
ice in the future. 


Civil Defense 

Our Civil Defense activity has been kept well 
stimulated by our state chairman and by the 
Eastern Regional CD chairman who is a member 
and past president of our own state Auxiliary. She 
incidentally has the first official fall-out shelter 
built on the premises of an Auxiliary member in 
our state. However, many of our homes are ready 
for such an emergency. Our state chairman has 
attended meetings in Rhode Island and Massa- 
chusetts, received material such as home shelter 
model, films on home preparedness, posters and 
photographs, pamphlets on CD. She has distrib- 
uted two hundred signed warning cards to P.T.A. 
groups and our Auxiliary. One hundred medicare 
clips have been distributed to our Auxiliary mem- 
hers. We are represented on the Woman’s Advisory 
Council for Civil Defense here in Rhode Island. In 
addition to the TV program previously mentioned, 
our chairman has discussed informally ways of 
making the community aware of its part in civil 
defense. 

On April 27 and 28, we as Auxiliary were re- 
quested to act as observers during the National 
“Operation Alert 1961.’ Co-operating with civil 
defense officials, members of our Auxiliary were 
stationed at marshaling yards all over the state 
including the control center. The equipment avail- 
able and in good condition was that of locally owned 
fire and CD units and those purchased under the 
Federal Matching of Funds program. 


3v reports from Auxiliary members in various 
parts of the state, a complete picture of a state-wide 
readiness was gathered. 


Legislation 


A column called the Legislative Corner is written 
by the Legislative chairman for every issue of the 
Auxiliary Bulletin, This column is read by the 
entire state membership and keeps them informed 
on legislation on a state and federal level, particu- 
larly on medical legislation or that which affects 
the society. This information is gathered constantly 
through communications from the Rhode Island 
Medical Society, the A.M.A. News, the newspapers 
and literature sent from National. Literature sent 
to the Legislative chairman is distributed at Board 
meetings. We are a member of and attend all meet- 
ings of the Joint Legislative Council of Rhode 
Island. 
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Publications 


Our state publication is called the NEWSLETTER. 
It is a budgeted expense from our treasury and 
goes to every state Auxiliary member, all state 
editors, the president and executive secretary of 
the Rhode Island Medical Society and to the 
national president, Publications chairman and 
executive secretary, three times a year. 


Membership 


Through the combined efforts of our Member- 
ship chairman, state organizer, and other board 
members, a new County Auxiliary was formed. A 
coffee hour was held for wives of members of the 
County Medical Society. The state Auxiliary presi- 
dent, Mrs. Rice, and even the Medical Society 
president, Doctor Mara, attended and discussed 
with this group the purpose of Auxiliary, which 
formed the nucleus of interest. Later at the call of 
the county representative, Mrs. Tartaglino, another 
meeting of these wives was held and the group 
decided to organize on January 23, 1961. Out of 
thirty-five eligible members, there are now thirty 
paid Auxiliary members. We are proud and pleased 
to have this new constituent Auxiliary added to 
our state organization. The state has a total mem- 
bership of five hundred eighty-five members with 
three hundred thirty-eight members-at-large. 
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Health Careers 

This committee represents a panel made up of 
doctors’ wives representing the following careers: 
dietitian, medical technologist, physiotherapist, 
occupational therapist, medical social worker. Each 
member of the panel is a qualified member of her 
profession. An informal panel presentation of these 
careers is given and very well received by students 
at the High School level. After each presentation, 
there were brief conferences with any students 
interested. Pamphlets were made available to all 
students for each career. The pamphlets were very 
popular with the students. This year two $300.00 
scholarships in these health fields are to be awarded 
and by special request from this committee an addi- 
tional donation will be given to the University of 
Rhode Island Scholarship Fund. 

Also our Nurse Scholarship chairman will award 
the Lillian M. Harris Scholarship to two young 
student nurses. Using the rotating plan among the 
five eligible schools of nursing in Rhode Island we 
gave one scholarship to Pawtucket Memorial Hos- 
pital and one to Roger Williams Hospital School of 
Nursing. Both schools were very grateful to receive 
this aid. An additional amount was given to supple- 
ment one scholarship because of a particularly de- 


serving case. 
concluded on next page 
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The Doctors’ Benevolent Fund received $375.00 
from the Auxiliary this year. The additional from 
an accumulated sum which was decided to be dis- 
tributed to this and all the above-mentioned coim- 
munity services plus A.M.E.F. Most of the funds 
raised comes from our Ways and Means committee 
by means of a state dinner dance which once again 
successfully supplied the estimated necessary 
amount. 

Over and beyond the statistical report of accom- 
plishment is the sense of unity coming from an 
organized group of women working together for a 
common cause. 

Guided by our state Medical Society locally on 
political issues, we have not “trod where Saints fear 
to tread,” but have at their request left these sub- 
jects for the Medical Society to handle. By accen- 
tuating the positive, by informing the public and 
providing programs suggested by the A.M.A., we 
have tried to make it known that medical people 
want “to help those who need help.” We have 
emphasized that the public, desiring medical care 
under a social plan, are risking the loss of freedom 
of choice. What good citizen doesn't value his right 
to vote? And thus it follows, he should value the 
right of having the service of a physician of his 
own choosing. in this year of work, we were ever 
mindful of striving to preserve the heritage of 
American medicine. 


1960-1961 — Represented at the following : 

1. Joint Legislative Council of Rhode Island 

2. Rhode Island Conference of Social Workers 

3. Governors’ Conference on Traffic Safety 

4+. Women’s and Parents’ Conference on 

Traffic Safety 

. Rhode Island Council on Highway Safety 

6. The Rhode Island Council of Community 
Services, Inc. 

7. The Rhode Island Woman's Advisory Council 
for Civil Defense 

8. Women’s Civil Defense Council — Region 1 
in Topsfield, Mass. 

9. The Connecticut Conference on Homemaker 
Service 


cn 


Contributions Made from Funds Raised this Y ear 
1. Nurse scholarship, 


Pawtucket Memorial Hospital ......... $ 225.00 
2. Nurse scholarship, 

Roger Williams Hospital .................... 160.00 
3. Paramedical Careers Scholarship........... 300.00 
4. Paramedical Careers Scholarship......... 300.00 
5. Paramedical Careers Scholarship......... 50.00 
6. Doctors’ Benevolent Fund, 

Rhode Island Medical Society........... 375.00 
FP TEE, (EMU) oiseicesccseiteicnsnssvtnsncs 450.00 


—— 


Eo cekcconnenkeeumtiaans $1,860.00 
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SCANNING THE MEDICAL LITERATURE 


Abstracts of Papers Written by Rhode Islanders 





THE IMPACT OF PARENTS ON THE 
GROWTH OF EXCEPTIONAL CHIL- 
DREN. Eric Denhoff. J. Exceptional Child. 
26 :271, 1960. 

This article summarizes the reasons for the feel- 
ings of parents regarding their handicapped chil- 
dren. Data are from studies at Meeting Street 
School with children who are handicapped by 
cerebral palsy and related disorders. It is felt that 
parents of handicapped children have the same 
basic feelings for their children as parents of normal 
children. Early pregnancy attitudes based on fears 
or misconceptions of handicap greatly influence a 
mother’s feelings for her child. 

Parents who have distorted precepts about child- 
hood behavior have a strong adverse impact on their 
child’s future adjustment. In reverse, parents who 
are warm and accepting, and will accept profes- 
sional advice, can favorably influence their child’s 
development when physical and intellectual aspects 
in early childhood appear dim. Therefore, emphasis 
must be made in treating the family as well as the 
child in the habilitation of chronic disabilities of 
childhood. The parents must realize that, although 
a handicapped child can never achieve the same ex- 
cellence in performance as an unhandicapped child, 
psychological factors can often influence more ulti- 
mate adjustment than can the degree of handicap. 

Eric DENHOFF, M.D. 


DIHYDROVITAMIN K, BIPHOSPHATE 
IN BISHYDROXYCOUMARIN INDUCED 
HYPOPROTHROMBINEMIA. Milton 
Shoshkes and Mario Tami, J. Lab. & Clin. Med. 
56:21, 1960. 

Dihydrovitamin K, biphosphate, a water soluble 
salt, has been reported to be an effective antagonist 
to drug induced hypoprothrombinemia, comparable 
to, if not superior to, oil soluble vitamin Ky. This 
water soluble salt was administered to hospitalized 
patients rendered hypoprothrombinemic with bis- 
hydroxycoumarin in doses varying from 5 to 50 mg. 
orally, 10 to 50 mg. intravenously, 50 mg. intra- 
muscularly, and 50 mg. subcutaneously. Prothrom- 
bin times observed over 24 hours demonstrated this 
vitamin to be quite ineffective when comparisons to 
a control group were made. A definite positive 


effect greater than the control could be found only 
after 50 mg. intravenously or subcutaneously was 
given ; all other dose ranges and routes were lacking 
in prothrombin time response, failing to confirm 
any therapeutic effectiveness with dose ranges com- 
parable to those recommended for phytonadione by 
oral and parenteral routes. 
Mario TAMI, M.D. 


CAPILLARIES OF NORMAL AND DIS- 
EASED BREAST. Herbert Fanger and Bar- 
bara Barker, A.M.A. Arch. Path. 69:67, 1960. 


The capillary vasculature of breast tissue can be 
demonstrated by the histochemical reactions for 
alkaline phosphatase and peroxidase in thick sec- 
tions of tissue. There is a complex network of capil- 
laries surrounding the ducts and ramifying in the 
lobules of normal breast. In benign lesions of the 
breast, the capillaries have a similar distribution, 
but their arrangement is altered, corresponding to 
the distortion of the epithelium. 

The alkaline phosphatase technique shows a 
diminished capillary vasculature in the connective 
tissue surrounding large cysts in fibrocystic disease, 
in florid adenosis, and in carcinoma. There is a pos- 
sibility that the paucity of capillaries demonstrated 
by this procedure may be due to altered metabolism 
of capillary endothelial cells. 


PHOSPHORYLASE AND AMYLO-1, 
6-GLUCOSIDASE IN BREAST TISSUE. 
Herbert Fanger and Barbara Barker. J. Nat. 
Cancer Inst. 24 :691, 1960. 

Phosphorylase and amylo-1, 6-glucosidase cata- 
lyze the reversible reaction glucose-1-phosphate to 
glycogen. Breast tissue abounds in both enzymes, 
in contrast to apocrine sweat glands, which have 
none. It had previously been suggested that the 
secretory portion of the breast consisted of modified 
sweat-gland tissue. This work suggests that these 
two tissues have a profoundly different metabolic 
activity. 

EMERGENCY RENAL SURGERY IN THE 
NEWBORN INFANT. Arnold Porter and 
Ernest K. Landsteiner. New England J. Med. 
263 :1, 1960. 


Approximately fifty per cent of abdominal masses 
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in the newborn infant are of urinary tract origin. 
Most of these are in the kidney and may constitute 
a surgical emergency because of distressing symp- 
toms or the possibility of malignancy. 

Physical examination and laboratory studies in- 
cluding intravenous urography through the pre- 
operative intravenous cutdown aid in establishing 
the diagnosis. 

Surgical emergencies of the kidney in the new- 
born include renal tumor, solitary renal cyst, uni- 
lateral multicystic kidney disease, renal infarction, 
and ureteropelvic obstruction. 


Renal Tumor 
Malignant renal tumors are rare at birth and 
must be differentiated from malignant neuroblas- 
tomas and retroperitoneal teratomas. 


Solitary Renal Cyst 
Solitary renal cysts in the newborn are similar to 
those found in older children and adults and should 
be locally excised. They are often associated with 
other urological anomalies. 


Unilateral Multicystic Kidney Disease 

Unilateral multicystic kidney disease is a separate 
entity to be differentiated from bilateral polycystic 
kidneys. The kidney is practically replaced by a 
cluster of varying size cysts and the ureter is usually 
absent or atretic. Symptoms are few and a unilateral 
flank mass is usually picked up on routine examina- 
tion. Nephrectomy is the only treatment. 


Renal Infarction 
Renal infarction secondary to renal-vein throm- 
bosis may be unilateral or bilateral and is usually 
associated with dehydration from other causes. The 
diagnosis should be suspected when a flank mass, 
hematuria, pyuria, oliguria fever, leukocytosis, 
shock, and a hemolytic type of jaundice are found in 
an ill baby. Nephrectomy is indicated in unilateral 
disease and supportive therapy and anticoagulants 

are reserved for bilateral disease. 


Ureteropelvic Obstruction 

Ureteropelvic obstruction due to intrinsic or ex- 
trinsic causes is a common anomaly. Gastrointes- 
tinal symptoms and/or respiratory embarrassment 
secondary to the large mass may mark the situation 
as an emergency. 

The surgical procedure of choice depends upon 
the etiology of the obstruction, the amount of kid- 
ney tissue present, and the status of the opposite 
kidney. Usually, if large enough to cause symptoms 
in the neonatal period, nephrectomy will be 
required, 


EDITORIAL: THE PRESENT STATUS OF 
PERIPHERAL ARTERIAL RECON- 
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STRUCTION FOR ARTERIOSCLEROSIS 
OBLITERANS. Seebert J. Goldowsky, M.p., 
Ann, Int. Med. 52 :268, 1960. 


The emphasis in this review is on occlusive 
disease as contrasted with aneurysm, and on the 
peripheral ileo-femoro-popliteal vessels rather than 
the more central aorto-iliac system. Clinically this 
represents the essence of the major problem in 
peripheral arteriosclerosis obliterans. 

The relatively large series of cases amenable to 
surgery accumulated in the vascular centers is not a 
true indication of the incidence of suitable cases in 
a general medical or surgical practice, or in a com-' 
munity general hospital accepting run-of-the-mill 
admissions. 

It must be concluded on the basis of present evi- 
dence that best results can be expected in bypass 
shunts of micro-crimped dacron or teflon or in 
thromboendarterectomy, performed in cases with 
adequate run-off. Conditions suitable for surgery 
will be present in some 25 to 60% of cases. Imme- 
diate restoration of circulation can be expected in 
somewhere between 65 and 95% of operated cases, 
while late failure will occur in 10 to 80% of those 
having immediate success. The evidence is still 
equivocal, and the paucity of reports and the slow- 
ness with which they are appearing would suggest 


that success in this area is still of a limited nature. 


INJECTION THERAPY OF GRANULOMA 
ANNULARE. Arthur B. Kern and Bencel L. 
Schiff. A.M.A. Arch. Dermat. 81 :969, 1960 


Treatment for this cutaneous disorder of 
unknown etiology has included a great variety 
of measures. This multiplicity of therapeutic 
approaches is evidence of the fact that nothing 
specific has been available. Accordingly, with the 
introduction of intralesional injection of hydro- 
cortisone it was decided to utilize this method in 
the treatment of granuloma annulare. 

The first patient treated in this manner showed 
complete clearing of all lesions despite the fact that 
he had previously failed to benefit from a great 
many forms of therapy. Some of the lesions of our 
second patient were injected with normal saline 
solution, to act as a control. Both the test and 
control areas returned to normal. The next four 
patients were treated by intralesional injections of 
normal saline, procaine, lidocaine or sterile dis- 
tilled water. Involution of the tumors was induced 
in three of the cases and in the fourth there was 
improvement. 

In summary, although its mode of action is not as 
yet understood, intralesional injections with rela- 
tively innocuous agents, such as normal saline or 
lidocaine, is another tool to be utilized in the treat- 
ment of granuloma annulare. 
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